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ABSTRACT ' * . • 

Recommendations for action in\serving the hearing 
impaired mentally retarded (HIMR) are presented by a committee 
composed of representatives from the American Speech and Hearing 
Association, the Conference of Executives of Ame.rican ScKbols for the 
Deaf, and the American Association on Mental Deficiency* The 
population is defined to include those individuals who have hearing 
impairment,' subaverage general intellectual functioning and deficits 
in adaptive behavior* Reviewed |ire the constitutional and legal 
rights of 'l^andicapped persons, and outlined are significant fedeiral 
funding provisions, affecting services to the HIMR* Problems within 
the existing system of services are summarized, and suggestions for 
program coordination (such as deve'lopm..nt of comprehensive data 
systems and establishment of a national information, center) are made* 
Prevention services and early identification are described among the^ 
aspects of a continuum of services fpr the HIMR* Considered in a 
discussion of ^personnel availability and utilization are the use of 
interdisciplijiary persqnnel and training programs for prof^ssipnals 
and paraprofessionals* Listed are the fcommittee^s issuj^^-^^d 
recommendations for such areas, as legislation, final 
administrative and organizational structure, and teaching, management 
and supervision* Included in four appendixes is a li^t of 
professional and governmental resources*' (CI)' , 



♦ Documents acquired by ERIC include many informal unpublished ^ ♦ 

♦ materials not available from other sources* EEIC makes every ef fort' ♦ 

♦ to obtain the best copy available* Nevertheless, items of marginal ♦ 

♦ reproducibility are often encountered and this affects the quality ♦ 

♦ of the. microfiche and hardcopy reproductions ERIC makes available ♦ 

♦ via the ERIC Document Reproduction Service (EDRS) * EDRS. is not ♦ 

♦ responsible for the quality of the original document* Reproductions ♦ 

♦ supplied by .EDRS .are the best that can be^made from the original* ♦ 

jft 4t 4t 4t 4t 4t4t 4t 4t 4t 4t ]|t4t ]|t ]|t ]|t]|t ]|t ]|t ]|t]|t4t 4t ]|t * ]«t ^ 



I 



IT 

-cz 

Vx. 



U.S. DEPARTMENT DP HEALTH, 
EDUCATION A WELFARE 
NATIONALINSTITUTEOF 
EDUCATION 
THIS DOCUMENT HAS BEEN REPRO 
DUCED EXACTLY AS RECEIVED FROM 
THE PERSO^^ OR ORGANIZATION ORIGIN 
ATING It. POINTS OF VIEW OR OPINIONS 
STATED 00 NOT NECESSARILY REPRE 
SENTOFFICIAL NATIONAL INSTITUTEOF 
EDUCATION POSITION OR POLICY. 



Recommendations for Action 




the 
hccirino 
impoifcd 
mcfilQll 
relafcPe 



9 




THE HEARING-IMPAIRED MENTALLY RETARDED: 
Recommendations fdr Action 



1975 



WILLIAM G. HEALEY. PH.D.- 
» Project D tree for 

DOREEN S. KARP-NGRTMAN, M.S. 

* Project Manager 



KENNETH 0. JOHNSON 

Executive Secretary 



ALFRED K. KAWANA 
Manager, Publications Department 



Publication of thit document wm funded by the Department of Health, 
Education, and Welfare. Social and Rehabilitation Service. Rehablll* 
latlon Services Adm'lrtlitriitlon, Dlvlilon of Developmental DliabllUlet, 
Grant No. S6<'p*7!011/3 01; P.L. 6«n.236; Jowava Ufgett. project ofRcer. 



o 



Acknowledgment 



Several individuals merit special retugnitiun fur the[i tuntribtitiuns tu the product iun uf 
this document. Wc especiall} uish tu acknuw ledge the deditatiun and prufcssjunal assistance 
of the Steering Committee fyr this project on the Rehabilitation and Management of the 
Hearingnlmpaired Mentajly Retarded^ 



Thomas Behrcns, Ph.D. " 
^ U.S.. Officeof Education 
Bureau of Education for {he Handicapped 

Shirley Berger, M.A« 
Director. Clinical Speech Services 
Parsons State Hospital and 
Training.Center. 

WlllUm Castle, Ph.D. 
Dean of Instruction ^* 
National Technical Institute 

for the Deaf 
Rochester Institute of Technology 

William Damellp Ph.D. 
^ Director, Student Planning and 

Evaluation 
National Technical Institute^ 

for the Deaf 
Rochester Institute of Technology 

Aaron Favors, Fh.D. 

Director, Howard University Center for the 
Sti\,dyi:>f. Handicapped Children and 



Steering Commfttee 

William C. Healey, Ph.D. ^'^ 
Associate Secretary for School Affairs 
American Speech and Hearing 
Association 

Alfred Hlrshorcn, Ph.D.., 
Division of Exceptional Children 
University of Georgia 

fT 

Doreen S. Karp-Nortman, M.S^ ^ 
Project Manager 
Office of School Affairs 
• American Speech and Hearing 
Association 



Jowava Liggett, M.A. 

Special Assistant to the Director 
Office for Handicapped Individuals 
Department of Health, Education, 
and Welfare 



Youih 



Lyle Lloyd, Ph.D. * 

Executive Secretary 

Mental Retardation Research and 

Training Committee 
National Institute of Child 

Health and Human Development 
National Institutes of Health' 

JohnC. Nace,Ed.D. » I 

Special Projects 

Formerly of Margaret S. Sterch * 
School for the Hearing Impaired 

Paul Rlttmanlc, Ph.p. 

Program Policy Advigior 
Speech Pathology-Audiology 
Illinois Department of Mental Health 

Frank Wlthrow, Ph.D. ^ 
Executive-Secretary ' * . 
National Advisory Committee on the 

Handicapped and Education of the Deaf 
Bureau of Education for the Handicapped 

David Yoder, Ph.D. * 

Chairman and Professor 

Department of Communicative Disorders . 

University of Wisconsin 



We extend special thanks to the participants of the Airfie House and Hunt Vallev Confer*- 
ences for their recommendations and professional expertise. 

We gratefull> acknowledge Robert L. Burgdorf^ Jr., field attprney for the National Center 
for Lau arid the Handicapped, Inc., uho generojJsl> provided the information used in the 
chapter on legal rights. " ' 

Appreciatioh is extended to Jowava Leggett, project officer, Office for Hiindicapped 
Individuals (I^EW), for her support an J assistance throughout the project. Frances X. Lynch, 
director of Developmental Disabilities, Rehabilitation Services Admirw^tration, Wallace K. 
Babington, director, Office for Handicapped Indiv iduals, and Patria G. Fors> the, proTessional . 
sftiff— U.S. Senate Subcommittetj^on the Handicapped are also recognized foi their continu- 
ing support of our efforts to assistnhis population with developmental disabiHties. 

Gerard J. Bensberg,director, Research andTrainingCcntcr in Mental Retardation, Te.xas 
Tech University, Peter Ries and Raymond I. Trybus, Office of Demographic Studies, Gal- 
laudet College, and W'lliam N. Craig, superintendent. Western Pennsylvania School for the 
Deaf gave much assistance and time to this project. We are grateful to them foi the increased 
data they provided on this target population. . 

We are indebted to William C. Healey, who designed and directed the project; Lyle 
L Lloyd and David E. Voder for their contributions in preparation of the grant proposal, 
Barbara Spnies for her assistance during the first year of thii project, and Nancy Baxter 
for her valuable editorial support.* 

Doreen S. Karp-Nortmaa, project manager, deserves special recognition. She coordi- 
liated all project activity, wrote draft editions of thjs document, and prepared the final 
publication with William C. Healey. ] y\ 

We also w ish to thank Gerald Clark, director of the Elvvyn Institute, Elvvyn, Pennsy 1 v ania, 
the Easter Seal Treatment Center in Rockvillc.jyiaryland, and Gallaudet College, Washington, 
D.C.. for contributing, the photographs Used in this document. 

FinaHy» \\c wish to thank the manv persons in the professional and lay community who 
have created programs and actively pursued equal rights for all handicapped persons, 

—Kenneth 0. Jolinson, Ph.D. 

Bxecutive Secrcuuy • 



ERIC 



4 




Special Note 



l/se of the Initials HIMR 



In .various sections of this documeni, the initials HIMR designating the 
hearing-impaired mentalh retarded population are used only for the purpose of 
brevity and to expedite reading. IT IS NOT INTENDED THAT THESF. INITIALS 
BECOME A NEW LABEL FOR THIS SPECIAL POPULATION. 
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Forewor^ 



The''locialu!tliic" in the United S'tates calU for pgblic and nonpublic agencies to interpret 
and represent the social- norn\s and intents of the society at .large, especialK as these are 
expressed in law*. • . , ^ ^ ' * 

Many societal services, once considered unobtainable oi Utopian, have become rightful. 
Universal public education, social securit> , national health coverage, and mandauiry scn vict^s 
for the handicapped all represent social policies underlying basic attempts v\ illiin the society 
to meet its citizens aieeds through the provision of human manageiijent services at jjublic , 
expense. , 5 

At present, human management agencies find it increasingly difficult to function effec- 
tjvely, The culture grows more complex in its laws, regulations, record and data system 
requirements, and resources. As necils and service costs inciease, the necessity of establishing 
'Service priorities within a complex soci^il organization too often results in the failure to 
establish othbr needed services. Further, legislation or regulations interpreting ce^itain social 
service policies tend to stereotype the categories of service that can be provided-'byeach 
agency Consequently, few if any social service organizations become totally responsible for 
comprehensive management of a citizen with special needs. As a resuU , denial of serv ice or the 
abclication of responsUbilityJsoften'sanctioned by the very statutes that permitted the social 
policy to beconje Operational, and the basic rationale for the policy is lost. 

Jhe service needs of the severely handicapped tend to be broad and.continupus. Service 
provisions for this population, unfortunajely, are too frequently narrow arid fragmented. 
Uncoordinated, narrow, and fragmented arc adjectives that aptly apply;^to services currently 
avaiFable to most persons who have the debilitating conditions of severe Varing impairment 
combined with generallv depressed intellectual ability . At present, residential institutions for 
the mentally retarded tend, to be the only social agencies partially but seldom adequately* 
designed to provide some level oftontinuous lifetime care for the person with a dual handicap 
of severe, hearing impairment and mental retardation. Persons who have these combined 
impairments and do not require institutionalization are at the mercy of multiple agencies as 
their service needs char^ge and as they emerge from the preschool years to adulthood. In both 
instances, many of these persons have been denied the comprehensive services that rightfully 
should be provided under a federal constitution that intends maximum development through 
the guaranteed right to equal opportunity. 

Historically, too few incentives have existed for human service agencies to establish 
comprehensive special programs for persons with severe hearing loss and mental retardation. 
They represent a very low incidence pqpulation needing multifaceted services; program costs 
are high because large interdisciplinary staff^o-patient ratios are required, services must be 
int6nsive and often long term, and proper equipment and facilities are expensive tcr purchase 
and maintain. _ , " 

St^te funding formulas too often have failed to consider each component of. actual 
program maintenance costs. As a result, school districts, health center programs, and many 
state-operated facilities have tended to establish placement criteria that resulted in the 
.rejection of persons with severe multiple handicaps. For example, until recently many state 
schools for the deaf have refused to accept candidates who showed cvJdcncc of significant 
mental retardation as a concomitant of hearing loss (Anderson, Stc<f e*fi$, and Stuckless, 1966). 
Often, they rightfully arguqd that no special services were availablcj6 jne'St the needs of this 
population and no funds existed to support the type of program /inquired. 

The basic purpose of this document is to rcalert policymakcrsjand the public to the needs 
of this special population and to offer some guidance for mcemg those needs. 

When any severely handicapped citizens ar.e denied comprehensive services, not only are 
they denied a constitutional right, but their guarantee truly becomes one of UNEQUAL 
opportunity. - • . , ^ ' . * 

-.WilllanfcC. Hcalcy, Ph.D. 
Associate Secretary for 
School Affairs 
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Chapter ,1: Introduction and Backgrourxd 



THE PROBLEM: AN OVERVIEW 



Severe hearing impairnient in combination with mental retardation presents unique and, 
complex problemsjor society ^nd its citizens. The burden placed on families of perjsons with a 
dual handicap can be devastating and immeasureable. J-ack of comprehensive, quality ser- 
vices has often resulted in educational, vocational, and social disabilities' of catastrophic 
proportions for the'severely hearing-impaired mentally retarded population. 

Currently, nine of every ten such persons are confined to public institutioris for the 
mentally retarded. Few receive services through community integrated programs or in resi- 
dential schools for tk^JKlcaf (1^5/: Force Report on the Me}2 tally Retarded I Deaf, 1973). 

PREVALENCE OF PERSONS WITH HEARING LOSS AND MENTAL RETARDATION 

, Presently, the precise number of persons w ith severe heafring loss and mental retardation 
in the United States is unknow n andW ill remain sp until additional formal studies and m6re 
appropriate services become available. However, current prevalence studies do leveal that 
several thousand persons, hjjive been diagnosed as having the combinc'cl impairments. The 
American Annals of the Dt'^/* ("Directory of Programs and Services," 1973) reports that 17% of 
the children in the schools for the deaf are mentally retarded, and Lloyd and Cox (1972) cite 
15% of children ia6choolsfor the mentally retarded as hearing imjiaired, Johnson and Farrell 
(1954), Kodman (1958);*Siegenthaler (1959), Riitmanic (1^959), Lloyd and Rcid (1967), Nober 
(1968), and Fulton and Lloyd (1968), among others, report that the in-^idence of hearing loss 
rartging from mild to profound is significantly higher among persons with mental retardation 
than within the normal population. In a recent %tudy by Densberg (1974), officials in state 
residential institutions for the mentally retarded (children and adults) reported hearing loss 
for 10% of thcvpopulation.Sipce some institutions do not haveaudiology services available, it 
is axiomatic that hearing loss in many patients often is undetected. A 10% prevalen'ce of 
hearing loss among the nearly 300,000 personi>;.with mental retardation in public institutions 
alone yields a conservative figure of 30,000. Data from the 1972-1973 Annual. Survey bf 
Hearing Impaired Children and Youth, Office of Demographic Studies, appear in Table 1 and 
show the prevalenceofmeijta I retardation In programs for the hearing impaired toexc( d7%. 
.Data on hearing loss from day schools and private institutions for the mentally retarded are 
not available. However, data from state cducatio^ agencies" , show that approximately 
^1,300,000 children are mildly to profoundly retarded (Weintraub, Abeson, and Braddock, 
1 97 1 , p. 22). If a 1 0% estimateof hearing loss (per Bensberg's data) is applied to this population 
and combined with the estimates of mentally retarded adults who have significant hearing 
kss, the number of HIMJR persons increases drastically to at least 165,000. These estimated 
data are debatable. However, the need for comprehensive programs and services that include 
more precise data collection and reporting is uncontestable. 

A NEED FOR COMPREHENSIVE SERVICES ' \ 

This duaUhandicapped population requires national attention. Historically, many of 
these persons either have been denied serv ices or, too often, have been inappropriately placed 
in ii aditional programs for the deaf or the mentally retarded thataieuneqLipped.to.copcwith. 
their instructional and ofher service needs. Weintraub et al.'s data (1971) indicated that 
nearly 900,000 children classified as hearing impaired, mentally retarded, and multiply 
handicapped were not receiving special services or instruction; If at least 10% of these 
children are assumed to have so me degree of combined hearing loss and mental retardation as 
suggested by previous studies (Lloyd and Moore, 1972; Bensberg, 1974), the number of 
unsei ved children with these dual disabilities might biyestin'iated conservatively as exceeding 
90,000. ^ . ^ * . ' 

Few comprehensive programs have been established. National and state provisions for 
such mdividuals are subsumed most commonly under the general classifications of "multiply 
handicapped" oi "developmentally disabled." Since the more severely disabled persons are 
generally assessed as needing intensive, long-term care and since they represent a low -inci- 
dence population, residential facilities for the deaf or the mentally retarded have become, 
primary placement* sources. 

Current medical advances in prenatal and perinatal care and important acfiievenients in 
audiological technology have created a more nqsitive outlook foi earlier, more accurate 
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The Hearing-Impaired MenUIly Retarded: 
Recommendations* for Action 



TABLE 1 Number and percentage distribution of hearing;impairec* students reported as rhentally 
retarded in special educational programs participating in the Apnyal Survey of Hearing Impaired Children 
and Youth, by age and type of programfUnited.States, 19.72-1973.'' 



Type of Program 



All Ages 

No. . % 



Undef $^9ir% 
No. % 



AGES 

4 

6-11 Yei^ 12-16 Ycfrt: 
No. • % No. % 



17 Years 

anirbver 
No^ •/• 



Unknown 
No. 



/ 



Al? programs 
Reported mental retardation 
Total students * 


3^73" 77' 
43,946 100.0 


**'187 
4,821 


3.9 
100.0 


1^9 
20,184 


6.0 
'100.0 


1.372 
13.915 


9.9 
100.0 


576 
4,695 


12.3 
100.0 


29 
331 


100.0 


Residential schools 
Reported mental retardation 
Total students 


. 1r117 6.0 ' 
18,515 100.0 


■31 
836 


3.7 
100.0 


343 
6,960 


4.9 
100.0 


518, 
7.53? 


* 

6^9-* 
100.6 


222 
3,157 


7.0 
100.0 


3 
27 


11.1 

100.0 


Day schools 
Reported noental retardation 
Tot^l students- 


238 4.8 
4,965 1(^.0 


795 


.1.8 
100.0 


\ 117 
2,903 


4.0 
100.0 


98 
1,072 


"9.1 
100.0 


8 

• 160 


5.0 

^(y 0 


- 

1 

35 


2.9 
100.0 


Full'time classes— *^ 

hearing Impaired ^ 
J Reported mental retardation 
Total students 


760 6.7' 
11,368 100.0 


61 
1,928 


3.1' 
100.0 


* 356 
6.480 


% 

5,5 
100.0 


269 
2/t3V 


11.0 

ioq.0 


63 
425 


153 

100.0 


9 
97 


9.3 
100.0* 


Part«tlme.classe&— 
hearing impaired!- 
Reported menfal retardation 
Total students 


. ■ 375 6.2 
6.012 100.0 


e 

• 

18 
451 


4.6 
100.0 


. 128 
2,749 


4.7 
100,0 


173 
2,095 


8.2 
100,0 


44 
579 


7.6 
100.0 


12 
138 


8.7 
100.0 


•> 

Speech and hearing clinics ' 
' Reported mental retardation 
Total students 


69 7.1 

973 100.0 
* .. 


27 
561 


4.8 
100.0 


21 
249 


-8.4 
100.6 


12 


10.9 

ido.o 


29 


27.6 
100.0 


1 

24 


4.2 
100.0 


*' Other* 

Re^rted niental retardatK)n 
Totar students 








'/ 










• • 






-.814—38^ 
2,113 100.0 


— ^6- 
250 


14:4"' 
100.0 


244--283- 
843 100:0 


302 45.4 
665 1 00.0 V 


229 
,345 


66.4 
100.0 


•3 

10 


30.0 ' 
100.6s 



•ExW»po)»t»d Jfom dau pubish»d « Am#/»c«o Anntis oLtff D%tK 1192. 7677 (Apol 1974) Usod by p«fm*$$»oo o( th« odnor. Wlfcam N Crtig 
tlocX)dn,stu()*nts who wtf» classified as b««flg in pan t*n« classes, ftsouict roonjs. and rt«tf«nt programs. * 
llndodts students who wtrt dassiftd as b«»ng in prograij)S for ih# muttipV hanOcappod, pa/wi-chifd proyams. and othtrs. 



iclcntification^of ihi§ population. In addition, progress in special education jn\olving indi- 
vidualized instruction, behavior modification, and improved media and tcchnolog> have 
sparked efforts to meet the needs of multipl> handicapped populations. However, a broader, 
better-coordinated continuum of services is still needed to adequatel> meet the diverse needs 
of persons diagnosed as both,hearing impafred and mentally retarded. Although comprehen- 
sive program development is an arduous task, knowledge*gained from existing programs for 
the mentall> retarded, deaf, and deaf-blind can prov ide an excellent foundation for establish- 
ing a comprehensive network of services. It is imperative that new s>stem^ be implemented to 
\i\<L\\xi\Q prevention services, early identification programs, comprehensive mterdtsciplinary diag- 
nostic assessments, effective instructional Sind habilitative programming, vocational serx'ices, 
and recreation. Each individual must be afforded the opportunity to develop maximum 
capabiliti es, th ustriinimi&ing the effects of combined hearing loss and depressed intellectual 
functioning. , ' " 



A NEEaFOR ACTIOKl 

The American Speech and Hearing Association (ASHA) in cooperation with the Confer- 
ence of Executives of American Schools for the Deaf (CEASD) and the American Association on 
Mental Deficiency (AAMD) has recognized the need for governnrtental agencies and profes- 
sional organizations to take positive steps to upgrade services for the multiply handicapped 
hearingumpaired population. With support from the RehabilitationJServ ices Administration^ 
Division of Developmental DisaBllrties, a special project w-as initiated in 1973 entitled "Re- 
habilitation and Management of the Hearing Impaired Mentally Retarded." Objectives of t)iis 
project were to (1) review the t'esear /n li'terature concerning the dual handicap of hearing 
impairment and mental retardation, (2) obtain information on existing training and service 
programs, (3) publish a public information brochure about hearing loss and mental ret.a da- 
tion, and (4) develop recommendations for comprehensive services. 
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Introduction and Background 



Project Planning and Organization 

.A. Appointment of the Steering^ Committee ' / ' • 

A Steering Committee, composed of professionals with expertise in the areas of deaf- 
ness, mental retardatiqn, and related fields was selected to participate in and assist with 
the planning and initiating. of grant activities. The nature of the proiect required dri 
interdisciplinar>, cooperative effort, which wa3 accomplishedLby selecting Steering Com- 
mittee representativesVecbm^roen^ed b> ASHA, AAMD, and cEASD; In Addition, various 
professionals in the field including members of the ASHA.Committeeon McptaPRetarda-i 
tion, the ASHA-CEASD Joint Committee on.Audiology and Education of thp Deaf, and the ^ 
AAMD-CEASDJoin.tCommiftceon the Deaf Mentall> Retarded Jveje^'Ke^ torAomr%nd 
» members for tl\e Steering tommittee. , 

To expedite planning, ensure interorganizatfonal liaison, andxoriserye project costs, 
the ASHA Pioject Staff appointed the chairmen for the^ ASHA-MRi ASHA-CEASD, aadx 
AAMD-CEASD committees as ke> representatives onnhe Sieering Comixjittee. They Were 
David Yo'der (University of Wisconsin), Thomas Behrens (formerly^ pf Kendall Sehool,, 
Gallaudet College),'and Lyie L. Lloyd (National Institute of Child Health and Human 
Development), respectively. In addition, 1 1 other persons were selected for the CornqiUtee 
(see Acknowledgment).. - * ' " ^ , 

Steering Committee members played a major role in the selection of confereeafor two 
' conferences. They not only provided considerable input to both^me^etihgs, but alsvo assisted 
witfi the drafting pf the present document on recommendations for cbmprel^sive ser- 
vices. ' » * • " ^ 

. Steering Committee meetings were hqld on January 25, 1973; March 26-27, 1973; and 
July 17-19' 1974. Principal areas of concern at these meetings wc»r<i to: 

1. Devijiop a useable definition oj t^je population; 

2. Determino incidence and prevalence figures on which to base futilre programming and 
traiTiing-of new personnel; 

3. Describe programs designed to deal effectively with the diagnostic, educational, or 
rehabilitative needs of the.p9pulation including vocational training, living and'work 
arrangements, recreational services, jind so on; ^ • 

4. Analyze present methods of manpower utilization; 

,5. Study qualification criteria for personnel who are presently employed; 

6. Promote the development of more community-based programs, for example, group 
homes or halfway houses, sheltered living-work environments, work-study programs, 

, and on-the-job training; . , 

7. S,tudy the most promising new methods for teaching speech, language, and communi- 
' cation skills; 

8. Evaluate existing plans for coordination of services and investigate.regionalization as 
a possible means of providing quality services; 

9. Identify model programs to serve as educational labs for evaluating- established in- 
structional methods and developing innovative ones; 

1 0. Recommend procedures for enfoj^cement of mandates for services at the state or tocal 
leveh'and ^ ' » ^ 
— — IJ ^-EyaluatcjieedsJnxcseacclL ^ 2. ^ 

B. Alrllc House Confcrenfcc* * 

The Nationaf^dvisory Committee on Education of the Deaf with support and assis- 
tance from the Offiqe of Mental Retardation Coordination and'the ASHA Project Staff 
assembled an interdisciplinary task force of^speclalists in^eaf education, otology, speech 
pathology, audiology, psychiatry, social work, program planning, and program evalua- 
tion. A list of 34 participants including the ASHA Project Staff and the Steering Committee 
was compiled to represent th6 professioaal community serving the deaf and mentally 
retarded jn-research, professional preparation, and program administration (set Appendix 
A). This group was charged with developing a preliminary plan of action to meet the needs 
of deaf a.nd-hientally retarded persons^*" 

'•This conference was sponsored b> the Office of Menial Retardation Coordination. Thus, the focus w as on a 
•smaller population, namely the mentally retarded deaf. However, a broader population U discussed in this 
document and therefore referred to as tlie hearhtg-impaire'd uUit tally retarded. 
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The participants ponvcned at the Airlie Foundation. bp JanuaV 25-28, 1 973, by inviUT 
.lion From Patrjcia Reilly,JHitt, then assistant secretbry^for Community tjnd Field Services, 
U.S. Department ofHealth, Education, and WeJfare (DHEVV). The conference was designed 

1 Delineate the problems faCed by persons with the dual disability of mental retardation 
and deafness, * . « * . ^ ' 

2, Develop recommendat'ions for improving'services to mentally retarded deaf persons, 
and , • • >' 

3, Establish links orcopfimunication and coop^ition among professionals representing 
the fields of mental retardation and deafness. [ - • ^ 

A lenglhy Itst of unresolved issues, observations, and recommendations produced 
^ from" a previous DHEW conference in October 197^2 provided a basis for the more critical 
.arid targeted group interactions at this c*Qpfcrence. Prior to the conference, all conferees 
^ . ^received^a set of materials selected by an Executive Advisory Committee and the ASHA 
Stecfihg^'Commlttee. These resource.materials included (1) an extensive bibliography on 
^the subject of hearing im.pairment and mental retardation containing over 600TefcFencey ^ ' 
. -(Hirshoren jyid Lloyd, 1^72); (2) a lisling.of programs^nd services available for the'deaf 
; mentally retarded.as idcritified by the AAMD-CEASD Joint Commit.tee*^ (3) a listing of 
personnel who attended the two AAMD-CjEASD Joint Committee forums in 1971 plus a 
lisfingof other indi viduajs \yho identified thcrhseJves as professional workers in the field of 
mental retardalipn and Hearing impairment; and (4) a sfjccted number of article reprints, * 
which served as background material for conference participants. 

Eaph participant.Was assigned to one of four teams and the teams were asked to use the 
unedited material from the October meeting as a basis for developing a more elaborate 
''action document." Individual ieanri recommendations were delineated and presented.to 
the-entire group for reaction. Group consensus on positions was recorded and in turn 
incorporated into a final document, which was subsequently submitted to the Cfffice of 
MentaPRctardation C9ordination to be printed as a- task force report (^ee Appendix A). 

The Airlie conference helped the project staff take important initial steps to meet three 
objectives of the HIMR project, that is, to (1) critically review available literature on the 
" ^disabilities .of hearing impairment and mentafretardation, 1(2) collect data and informa- 
tion on existing and needed research, training, and service programs; and (3) evaluate 
existing nranpower and make recommendations for manpower utilization and training. 

C. Hu|U. Valley Conference , , , 

The seconcj conference, held August 25-28, 1974, was designed to determine ways to 
' achieve practical application of the information collected at th(i Airlie House Conference 
*ind to update material collected on the needs of this dually handicapped population. The 
conference, entitled "Meeting the Needs of Persons with Combined Hearing and Intelloc- 
tual Impairments," included an even distribution of representatives from four major 
areas' (1) legislation, finance, and administration; (2) identification and asse^isment, (3) 
teaching, management, and supervision; and (4) professional and paraprofcssional train- 
ing. Sixty persons and four interpreters participated with an average of 1 5 participants in 
each of the four groups. Each group identified critical jssues applicable to the hearing- 
impaired mentally retarded population, discussed appropriate actions to.be taken, and 
fornjulated these actions into resolutions. Each resolution was voted on by all participants 
^ to determine total group position. After the conference, a final draft of the?fesolutions was 
sent to all participants to serve as a reminder of the vital needs of this population and.to 
assist tbem with positive actioaat state and local le\^els on behalf of all hearing-impaired 
mentally,"ret^rded.(HIMR) persons (see Appqndix B). 

The resolutions hav6 been incorporated in the chapter an recommendations. The 
results of these conferences can indeed add impetus.to the development of comprehensive 
services for this highly neglected population. ji^ ^ 

The recommendations from both conferences and the Steering 'Committee were used 
to develop this publication, which is^designed to accomplish seve^riil bgsic^purposes: 

1 To establish a conceptual framework, for comprehensive programming within which 
appropriate Services can be providedTor each individual. 

^ ^ . : J ^ 

M. Hall and L W. Talkington, unpublished material prepared for the \^MD-CEASD convention ( 197 1 ). 
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Introduction and Background 



2, ^Tos'ummari/.c relevant litigation and legislation concerning lhese\erel> handicapped, 
« 3. To. describe a network for improved coordination of new and existing services, 
» 4, To promote effective administrative structures', " / . . 

5. To stimulate action for basic diagnostic and habilitative programs, and ^ * ^ 

6. To. discuss the need for expanding the training of professional and paraprofessionaj 
^personnel. ) ' ^ 

The information and recommendations contained in this document cannot be very 
definitive- since too little research is available on the target population and too few 
prototype programs exist to delineate specific recommendations. Rather, the recommen- 
dations are submitted as a preliminary plan for action, hopefully to serve as a point of 
departure for those who are committed to the provision of quality programming. 



Chapter 2: The Target Population 

A review of the literature conHrms th^ generaliijation that no single definitionior the 
conditions of hearing impairment ;and mental retatlrdation/eithe'r as isolated terms or in 
combination, would b.e .acceptable to all professions, or to all members within a single 
profession, or would completely describe the special-population under consideration. 

Numerous variables must be analyzed when defining or classifying this population. The 
characteristics that would be&t define these dually handicapped persons include various 
parameters within a number of discipline's and m^ke any comprehensive definition cu^mber- 
spme. In the past, definitions of this population ofien were formulated to serve spVific 
administrative needs in medicine, law, education, psychology, and audiology. To remedy this 
situation, it, is imperative that a definition be interdisciplinai^^and nonbinding sd that 
negalive stigmata, are not permanentlyVrigraved on'the mdividqals jn this population. 



" DEFININ(i TftE POPULATION * 

While we recognize that rifeid classification system^ and categorical labels have caused 
"extensile and permanent damage to many handicapped individuals, it is apparent also that 
some flexible classification systems are often imperative .before a^populatiqn with special 
needs \yill be recognized and acti'Ons tiSken to facilitate effective programming^ Appropriate 
defihitio'o's and organizational schemataca9i facilitate program planning, encour^e furmula- 
*tion of legislation, expedite appropriati6n of funds, foster the'^implementation.xof service 
program^ and help to determine program effectiveness, tlie barriers created by classification 
systems ai;e^est conquered by constructing rele\ant longitudinal profiles and time-based 
behavioral descriptions for each disabled person. At 10 time should a grouping process'lock a 
person into a single service delivery system. Placement of each person must be accompanied 

by.continual reassessment and program evaluation. / — — 

■' ^ • , . • 

* e 

^ Hearing Inipairment 



Hearing injpairmentJs a generic term indicating any loss of hearing from mild to^ 
profound as indicated otologically, audiometrically,.and functionally. The term' 
generally includes the subclassiflcations of deaf and hard of hearing. 



Four bgsic factoi s are normally considered when defining heaHng impairmen t. These are: 

• Site of lesion (the type of hearing loss: sensorineural, conductive, or central^ 

• Etiology (cause ofhearing loss: hereditary, dis(sa§e, or trauma) 

• Age of onset (effect on language and speech deVelopment) 
Degree of hearing impairment, (audiometric and'behavorial) 

Types of Hearing Impairment That May Coexist(||||nois Commission on Children, 1 968, pp. 6-7) 

A. Conducti\fc Impairment . / 

- Conductive impairmentHs the loss of hearing resulting from dysfunction in the trans- 
mitting of sound through the outer or middle ear. The prinjary effect is a loss of loudness. 
Perception of sounds is generally restored if the loudness of sounds is increased* Loss 
^ reSulting,fl'pm impairment of the outer or middk ear may vary from mild to moderate and 
rarely exceed 60 dB (ASA) or 70 dB (ISp) ihfdwj^h tlie Speech frequency range (500 to 3000 
Hi!) Not only are these lesionsr often preventable, but a considerable number respond well 
to medical treatment and"surgery when discovered early. The use of a hearing aid, if 
needed, generally compensates for the loss. 

B. Sensorineural Jmpairment 

' ^Sensorineural impairment is tift? loss of ^ earing resulting.frpm dysfunction of the 
inner ear or auditory nerve, the primary effect i., a of'tonal clarity and loss of loudness 
of* sound. The perception of higher frequfjpcies tends to be affected most. If the loss fs 
severe, both high and low frequencies are involved. When the' speech frequencies are 
affepted, the clarity of words can become distorted. Intelligibility and awareness of.sound 
are jnipaired. Since the sensory and nejiiral mechanisms are involve^ the btinefitst)(a 
hearing aid may be limited if its use only results in rncreased loudness but limited clarity. 
Sensorineural losses may vary from mild to profound and medical treatment as yet is 
limited. Prevention and early education are imperative. ' 
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C. Central Impairment ^ 

Central impairment is auditory impairment resulting from dysfunction along the 
pathways (tracts and nuclei) of the brain from the brain stem to and including the cerebral 
cortex. Too little is known concerning this disorder. Interference with the ability to 
percpive and interpret sound (particularly speech) is the primary handicap. Loss of loud- 
ness is nqf. significant arid thus the decibel loss is inadequate for describing.this type of 
impairment Central deafness apparently results.from a neurological disorder. Acuity is 
not a primary factor. The value of a hearing aid in this type of hearing impairment remains 
controversial. 




Classifications of Hearing Impairment (Illinois Commission on Children, 1968;j,pp. 7-8) 
A. 'Slight Impairment 

A person with a slight impairment ma> have difficulty hearing speech under less than 
ideal acoustic conditions, may not be able to hear faint or distant speech clearly, will 
probabl> function w<jlLauditorily in most situations, and probably will not have defec.tive 
speech because of the hearing loss. 

B; Mild Impairment . * 

A person with a mild impairment will have some difficulty understanding conversa- 
tional speech at a distance of more than five feet, will probably miss up' to 50% of some 
discussions if voices are faint or if the face is not visible, may fiave defective speech if loss is 
in the speech frequencies, and may have depressed vocabulary. 

C. Marked Impairment 

A person with a marked impairment will have difficulty hearing speech undi»r most 
conditions, will have considerable difficulty in following discussions^ will generally 
exhibit deviations of articulation and \oice, will often misuhJerstand directions, and will 
• have impaired language understanding and usage. 

'7 
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*DrSevere Impairment — 

A person with a severe impairment \v ilj be unable, to hear speech unless it is amplified, 
will be able to hear environmental sounds such as sirens and airplanes, and will exiiibit 
severely impaired speech and language development. 

E. Profound impairment y 

A person with a profound.impairment will, have difficulty hearing and appreciating 
speech even with amplification of $ound. His language will not develop without special 
techniques for communication development. 

Table 2 defines each degree and class of hearing impairment in terms of pure-tone test 
averages. The numbers represent the average of the hearing threshold levels in decibels at 
500r 1000, and 2000 Hz for two existing audiometcic standards. the American Standards 
Association (ASA) recommendations of 1951 and the International Standards Organiza- 
tion (ISO) recommendations of 1964,* The ASA standards are presented in this document 
because some ser.v ice programs reported that tfieir audiometers have not been converted 
to ISO. standards. In addiUon;''theSe programs do not use conversion tables. // 



^ TABLE 2, Scale of hearing Impairment (Illinois Commission on'Chlldren, 1968, 
p. 19). 



- • Degree and Class 
of Impairment 


Hearing Level (dB) 
1951 ASA Reference f 


Hearing Level (dB) 
1964 ISO Reference 


None ; 


ISorless- 


26 or less, . 


Slight 


16-29 ' 


*27-40 


Mild 


30-44 ^ 


41-55 


Marked 


45-59 


56-70 


Severe 


60-79 


71-90 


Profound 


80 or more 


91 or more 



This scale represents audig^etric loss, only and is used to veVify medical diagnoses. 
Audiumetric loss alone should not be used to classify persons for educational purposes ui foi 
employment without other considerations. Hearing impairment is a functional disorder. It 
affects the total person and not just his hearing. Otologic, audiological, psychological, educa 
tional, and other services should be used to obtain a comprehensive assessment of the 
mdividuaTs total ability to function with a hearing loss. Determining adaptive behavior is 
i mportant and will depend on such variables as ( 1 ) the age of onset of hearing loss, (2) degree of 
hearmg loss, (3) type of i mpairment, (4) intelligence, (5).motiv ation, (6) speechreading ability , 
(7) physical and emotional health, (8) q^uality of parental arid professional serv ices, (9) timing 
and management methods used in providing assistance, and (10) attitudes of the family, 
school, institution, or community. 



Mental Retardation 

The American Association on Mental Deficiency (AAMD) defines the mentally retarded as 
those who have 

. . . significant^ subaverage general intellectual functioning, existing concurrently 
with deficits madaptlve behavior, and manifested during the developmental period. 
(Grossman, 1973, p. 148) > 



AAMD's manual on terminology and. classification (Grossman, 1973) listing of intellectual 
functioning or measured intelligence^is presented in Table 3 for reference only and cannut be 
used in determining the degree of meVital retardation that may be present in persons with 
hearing loss, ' ' > 



^Thc&c standards can be obtained from tlicAmcriLan Standards Association, 10 East 40th Street, New Vork.Ncvv 
York 10016. 
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AAMD defines adaptive behavior as 



. ^. the effectiveness or degree with which the individual meejs the stand^Jrds of 
pu^onaf independence and social responsibility expected of his age and cultural 
group. Three aspects ophis behavior are: (1) maturation, (2) learning; and/or (3) 
social adjustment. These three aspects pf adaptation are of different importance as 
qualifying conditions of mental retardation for different age groups. (Grossman, 
1973, p. 122) 



Extensive clinical experience with mental retardation and hearing impairment is \ital in 
accurately determining that a person has both conditions and in establishing an accurate 
adaptive. behavior level. Diagnosticians must display good clinical judgmenj^in order .to 
identify and.synthesize the most pertinent test data with significant behavioraTobservations 
in identifying and assessing a person as dually handicapped. 

Frequently used educational categories for mental retardation include (l)educable (mild) 
mentally retarded (EMR), (2) trainable (moderate) mentally retarded (TMR), and (3) severely 
mentally retarded (SMR) or severely/profoundly mentally retarded. Current assessments of 
intellectual functioning dy not imply potential or absolute level of intelligence. Some condi 
tions of mental retardation are no longer vievved as ihiimitable. instead, «the> .ate consid^ 
ered ameliorative. 



TABLE 3. Intellectual functloning or me'asured intelligence (Grossman, 1973, 
p. 18). ^ , 



Level of 


Stanforcl-Blnef and 


Wechsler 


Mental Retardation 


Catteir 


" Scales t 


Mild 


67-52 


6'9-5& 


Moderate 


51-36 


54-40 


5 Severe 


. 35-2(5 


39-25$ 


Profound 


19 and below ^* 


24 and belowt 



'Standard deviation <■ 15. 
t Standard dtvlation ■ 15. 
^Extrapolatad. 



The Hearing«lmpalred Mentally Retarded (HIMR) 

To illustrate the need for special progfanfiJcvelopment and to identify thi^ population 
further, the following description of persons \^iih hearing impairment arid mental retardation 
has been adopted by the Steering Committee for usein this project"; 



It IS important that an individual not baconsidered h'^aring impaired and mentally retarded 
until heor shehas had a comprehensive interdiscipl; .ary assessment confirming the presence 
of problcms in hearing, intellectual functioning^and'adhptive behavior. 

The preceding description is offered to facilitate program planning, development, and, 
management. It should .be used as a guide to ensure proper services and to enhance each 
individiiaTs opportunity for achievement. 



Chapters: Legal Rightst Constitutional and Statutory 



Charit> ma> be the highest uf the \irtiies, but in somesituatiuns.it ma> not be as\aluable 
as acuurt ordei .Thus Judicial decrees ma> sometimes get things accomplished \\ hen all othei 
appeals to abstract justice and humanitarian impulses pro\e futile, This. section is not 
concerned with those sei \ ic^es oi opportunities that w ould be helpful to persons with heai ing 
impairment and mental retardation oi e\en with those in which such persons ma\ ha\e a 
ttiutiU right as human beings seeking to achie\c full potential. Rather, it deals w ith those areas 
where these- persons have a legal right that may be enforced in a coiirt of law. 

In general, legal rights are drawn from one of two basic sources: (1) constitutional 
rights — certain principles or fundamental rights that are held to be so important and "in- 
alienable" that the} are spelled out in the solemn documents that ser\e as the foundation of 
the guvernment of this land, namel>, the U.S. Constitution and various state constitutions, 
and (2) statutory rights— specific pro\ isions of statutes enacted by legislatures. A number of 
legal rights regarding multiply handicapped persons are outlined under these two categories. 

" ' CGNSTUUTIGNAL RIGHTS 

Neither the federal nor state constitutions single out persons with combined hearing loss 
antf mental letardation to afford them an\ special rights, liabilities, ouduties. Consequentl>, 
while t h ese i nd i v i du a 1 s ma^ require special i/.ed services and programs desii;ned to meet 
personalized needs, the const lUitionaTTigHTs of such a person are the same as those of 
•individuals with other handicaps, in fact, the> arc the same as the constitutional rights of 
so-called "normar'persons. Above and bevond the Constitution, all pei sons are created equal. 

State constitutions var> great l>. Man> prov ide protection in areas that go far bc>ond the 
guarantees of the U.S. Constitution. Indeed, several states are cither considering or have 
alread> passed constitutionaj amendments that e.\plicitl> outlaw .discrimination ctgainst 
handicapped persons. While such prov isions aic most encouraging and w oi thv of imitation in 
all states, the ensuing discussion is limited to rights that are either included in the U.S. 
Constitutipn or (jre widely accepted in the constitutions of the .stat^s.^ 

The mere existence of a constitutional right does not guarantee its recognition and, it ma 
not have been enforced by court action. Frequently, people are unaware of their rights and 
afraid or unable to fight for these rights. For these reasons, some of the constitutional rights 
listed below have not yet been widcf> recognized and some have not been the subject of 
definitive judicial rulings. However, all these rights are sound aud substantial and will be 
protected by. the courts. 

The advocacy movement on behalf of handicapped persons has become increasing!} 
litigative in recent >ears. As a result, man> judiciaf precedents have been established that 
recogni/.e the constit^tional rights of handicapped individuals. Among the most significant 
rights of persons with hearing and intellectual impairments are: 

A. The Right to Equal Educational Opportunity 

Put succinctly, this is. the right of every child, including all severely or multiply 
handicapped clfildren, to have access to an appropriate public education program. The 
applicc^tion of this principle condemns as unconstitutional an> attempt to exclude an^ 
hanflicappcd child or group of such children from the public education system because of 
their handicaps. Thus, '*zcro reject'' public education is mandated. ^ , 

Cases concerned with equal educational opportunity and applicable to this population 

are; 

1 . Brown v. Board of Education, '347 U.S. 438 (1954). This U.S. Supreme Coura case is 
a cornerstone of the right to an. equal educational opportunity concept. 

2. Wolfv. Ugistatare of the State of Utah, Civil No. 182646 (1969). This ease dealt 
with the denial of admission of two so-called "trainable" mentally retarded chil- 
dren to the public sch^ool system. Admission was granted. 

3. Penrtsiflvania Association for Retarded Children (PARC) v» Commonwealth of 
Pennsylvania, 334 P. Supp. 1257 (E.D. Pa., 1971) and 343 F. Supp. 279 (E.D. Pa., 
1972). Th(j principle of equal educational opportunity was applied to all mentally 
-retarded children Jn Pennsylvania. The defendant public school officials were 
ordered to provide all mentally retarded children "access to a free public program 
oCedcfcation and training" (343 F. Supp., p. 302)^AIso, the schools must provide 
notice to parents or guardians, opportunity.for a hearing, and periodic reevaluation 
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regarding any change in educational status. In h972, the principles of th is case were 
applied to children with all types of handicaps inMiUsv, Boardof Education of the 
District of Columbia, 

. 4. Mills V, Board of Education of District of Columbia, 343 F. Supp. 866 p.D.C., 
1972). The District Court for the District of Columbia,ruied that the exclusion of 
-handicapped children from the public schodi system violated the right of due 
^ process.and equal protection; 

5. Reid v. Board of Education, No^ 8742 (New York). This class action suit decided that 
all students who have been diagnosed as handicapped must be placed immediately 
in appropriate public school classes or, if the public school classes are not available, 
in private schools under contract in accordance with the provisions jof Paragraph 6 
of Subdivision 2 of Settion 4404 of the Education Law (Decision, p. 6): 

6. LeBanks v. Spears, C.A. No. 71-2897, Section E (E.D. La., April 1973). This most 
recent case in Louisiana declared that every child who is mentally retarded or 
suspected of being. mentally retarded is entitled to "a) evaluation and dj^velopment 
of a special education plan and periodic review^ and (b) prpvisio&of a free public 
prografm of. education and training appropriate Co Ixts Age' an^ fi^ental status" 
(Order, p. 3), all of which is to be performed in accordance with specified, com- 

• prehensive procedural safeguards. Compensatory education was ordered for those 
, persons, nqwjulultSij^^ be en without education as children. , 

The PARC, Mills, Wolf, and several New York cases hrfve spawned a^Teat number p{ 
similar actions across the nation. Indeed, the rights of handicapped persons to equalit} in 
educational opportunity have^been unanimously recognized. , \ 

B, The Right to Have Community and Residential Services Provided in a Humane ^nd 
Minimally Restrictive Environment ' \ > " , 

This right'has two components: ' . , ' 

1 . When a state decides to provide a serv ice for its citizens it must do $0 under conditions 
that are as minimally restrictive to personal liberty as possible. In legal terminology, 
this is the concept of the '* least restrictive alternative," meaning the state and its 
officials must examine all possible alternatives for providing ser\ices and choose the 
one that is as unrestrictive as possible. This right to the least restrictive alternati\e w as 
outlined in cases dealing with mental hospitals in \967, Covington v, Harris, 419 F 2d. 

* 617, 62} (D.D.C., 1967) and in' 1972, and'U'ssard v. Schmidt,-3A9 F. Supp. 1078, 1096 
(E.D. Wis., 1972) in 1971. The principle that the state, is reqiiired to investigate the 
alternatives and select the one' that is least restrictive was applied to a residential 
institution for mentally retarded persons in W};att v, Stickne};, 344 F. Supp. 373, 386 
(M.D.^AIa.,'i971). Most recently, in Welsch v. Likins, No. 4-72.civ. 451 (D. Minn., 1974) 
the court stated that the residents at Ihe Minnesota State Hospital for mentall} retarded 
persons \yere entitled to the "least restrictive practicable alternatives." 

2. The courts have ruled that when the state restricts a person's liberty for (he declared 
purpose of providing a service, then constitutionally it is required to actually provide 
that service. This concept has been specifically recognized in the area of mental hospi- 
tals and residential institutions for mentally retarded persons (lVya« Stfckney). The 
most recent case dealing with this issue is Welsch v. Likins. This case stated that when a 
citizen is deprived of some right supposedly in return for the benefit of receiving a 
service (treatment) the state is'mandated by the Due Process Clause to make sure that 
the service is actually provided. In addition, the Court declared that "inadequate 
resources can never be an adequate justification for the state s depriving any person»of 
iiis constitutional rights. 

These two principles can be summarized very simply. (1) a person should be required 
to give up as little freedom as p.ossible to obtain a service from the state, and (2) where a 
person does bargain away some of his liberty to obtain a service, he is certainly entitled to 
receive that service. The federal and state constitutions assure that these two principles, 
amounting to elementary fairness, must be followed. 

C. The Right to Equal Emploj^ment Opportunities 

No constitutional right guarantees a person a job. However, the total elimination of 
handicapped persons from consideration for a job may be constitutionally prohibited. 
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While a person may not be absolutely entitledto employment, he cannot be arbitrarily and 
unfairly discriminated against. Statishls from the President's Committee on Employ ment 
of the Handicapped demonstrate that handicapped persons are dependable workers. 
Handicapped individuals are entitled to equal opportunities to qualify for, and to be 
promoted in, employmeqt. Denial of this.right to equal employment opportunities may 
violi|.te state and federal constitutional guarantees of'egual treatment. 

In Trua^ v, Reich, 239, U.S. 33, 41 (1915), the U.S. Suprefne Court declared thjit "the 
-right -to-work-for-anrvlng-ih^h^e com Js .of the very 

essence of the personal freedom and opportunity that it was the purpose 6f the [Fourteenth] 
Amendment to, secure." 

D. The Rights to Just Payment for Labor 

The right ofliandicapped persons to be free from discriminatory practices.concerning 
hiring^ firing, and promotions (the Right to Equal Emplmrnent Opportunity) is closely 
related to the ri^ht to just conipensation for labor. IiLthej^a^t, many residential institu- 
tions for handicapped people have required the residentV \p perform strenuous physical 
labor for no pay, under the guise of "work therapy." This^slave labor, termed "peonage," 
has been challenged in the courts. 

In the landmark decision Soud€ru. Br«nnan, C.A. No. 482-73 (D.D.C., November 14, 
1973), the. U.S. District Court for the District of Columbia ruled that residents of such 
institutions are covered by minimum wage and overtimecompensation pro\ isions. Hence- 
. forth, if residents are required to work, they, will be guaranteed a wage. 

E. The Right to Vote " - - „^ 

A long liije of U.S. Supreme Court cases makes itj:lear that the fight to cast one's bz^llot 
is a constitutionally prptected-right. Increasingly, it is becoming appa/ent that constitu- 
tionally, persons with physical or nriental handicaps may not be automatically deprived of 
their rightful vote. Although it may be legitimate to limit the franchise to those who 
understand its meaning and effect, there can be no blanket presumption that persons with 
any particular handicap are incapable of such understanding. Reportrfrom Michigan tell 
. of a 1972 opinion of the attorney general stating that residents of an institution for the 
mentally retarded cannot be denied the right to vote, in local or national elections simply 
by virtue of their residence in the facility, so long as they meet other requirements for 
voting. 

In Massachusetts, the cjise of Pickett v. Peter^h (D. Mass., 1973) lias b<^en filed and a.n 
mjunCtion is being sought to protect the right of residents of Belchertown State School for 
the Retarded to cast their ballots. The Board of Registrars.of Voters was refusing to allow 
residents of this state school to register to vote. This practice is unconstitutional. The right 
to vote is a primary ingredient of citizenship. This fundamental right may not be taken 
away arbitrarily from handicgpped-.injdividuals. 

P. The Right to Meaningful and Fair Access to the Courts 

"Due process of law" is one of the most basiaguajantees of our American governmen- 
tal system. Most people take it for granted that they have the right to sue or be sued, to 
invoke ordinary legal processes. Sometimes, however, handicapped persons have been 
denied tliis right. Persons who have been labeled "nientally incompetent" are often not 
permitted to sue or be sued. The lack of proper entranceways, ramps, and elevators may 
make it impossible for physically handicapped persons, especially those in wheelchairs, to 
enter courtrooms. Persons in residential institutions. may be prevented from correspond- 
ing with an attorney or the courts, and thereby blocked from pursuing any judicial action. 

Yet, the constitutional mandateand the more modern trenti isconcerned with protect- 
ing the right of access to the judicial system. This right §erves as. a primary enforcing 
mechanism in that it allows an individual to exercise other constitutional and statutory 
rights. However, mere access to the courts is of little value unless judicial proceedings are 
both meaningful and fair. For example, a court appearance of a deaf person who can 
communicate only with manual signs is useless unless an interpreter is provided. Under 
standing along with participation is needed. In the event that a mentally retarded person is 
involved in a court proceeding and is unable to represent himself, a guardian may be 
appointed to protect his or her interests. 

In addition, the courts should be reasonable and fair in their dealings with handi- 
capped parties. A good example of this is noted in the case of Jackson v. Indiana^ 406, U.S. 
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715 (1972), where a hearing-impaired mentally retarded boy was charged with stealing 
nine dollars. Due to his condition, he was found incompetent to stand trial and was 
sentenced, to a state mental. institution until he ''recovered." Since he would not recover 
from his condition of mental retardation, the court's decision amounted to a life senierice. 
However, if he had been convicted of the crime for which he was charged, he would have 
beep liable onl> for a brief term of incarceration. Fortunately, attorneys engaged on the 
boy's behalf pressed the case to the U.S, Supreme Court. The higher court held that if an 
accused person would not recover from his incompetency to stand trial, the state could not 
incarcerate him pending such recoveTy. Thus, the decision to commit the boy indefinitely 
to the institution was reversed. ^ 

* * 

G. The Right to Marry, Procreate; and Raise Children *• 

\ These rights have all been .declared by the U.S. Supreme Court to be fundamental 
rights protected under the U.S. Constitution. Unfortunately, ihese.rights have frequently 
beer\ denied to handicapped persons. Marriages have been prohibited or declared invalid, 
involunta;> sterilizations have been. performed, and children have been removed from 
fiomes simpl> because the person involved happened to have a handicapping condition. 

The blanket denial to hdaring-impaired mentally retarded- persons of the right to 
marr>, procreate, and raise children is a "permanent irrebuttable presumption" that has 
been concemned by the U.S. Supreme Court. The trend of litigation will be to seek 
, protection for these basic and fundamental rights. 

An example of this right can be found in the case of Wade v. Bethesda, 237 F. Supp. 671 
(S.D. Ohio, 1971). Several parties. in Ohio, including.a judge who ordered sterilization 
performed on a. mentally retarded girl, the (doctor who performed the operatton, the 
Hospital where it was performed, ajid the social-and welfare-workers wbp suggested the^ 
surgery, Wf^resued for three million dollars on the basis that their action had deprived the 
girl of her constitutional rights. 'The U.S. District Court found that the judge was totally 
without authority to order the operation and the defendants agreed to settle the case 
"-^yoluntarily for a substantial sum of money. 

ItJs clear that the rights of handicapped persons to marry and to bear and raise 
offspringliiay^rio longer be taken away with impunity. 

H. The Right to Be Frec^hless Proven Dangerous 

A very basic right is simply th^ righMo'be ffee, to go where one wants to go, to do 
whatever one wishes to do. This concept Was Included in the Declaration of Independence 
and the U.S. Constitution as tRe concept of "liberty.'* The Qnlyj^easonable limitation on, 
this right of physical freedom is in situations where persons become a dangeclo society. 

This right to be free from any.typeof physicaUestraint unless it is proven dangerous^ 
bejongs to handicapped persons as well. Freedom of movement and association are rights 
of constitutional dimensions. This right was contested in the Wisconsin case ofLessardv. 
Schmidt, 349.F. iSupp. 1 078 (D. Wis., 1 972), where the court ruled that a person may not be 
incarcerated unless it is proven beyond a reasonable doubt that the person has committed 
an overt act of violence. The asserted "good" motives of the state were held to be insuffi- 
cient to justify locking up a person solely because of a mental handicap. 

I. The Right to Contract and the Right to Own and Dispose of Property 

These are rights most Americans take for granted. If we wish to purchase a television 
set pr an automobile, we do so. If we do not wish to pay cash, we simply sign a contract in 
' which we promise to pay interest in return for the delay of our payments. Frequently, 
handicapped persons have been denied therightto acquire, use, and dispose of property, as 
well as denied the right to enter into contractual arrangements. 

There are two conflicting. policy considerations at work here. On one hand, a handi- 
capped person should be allowed to be an owner of property like any other person. 
Permission should be granted to make contracts, to allow"persops with dual impairments 
the opportunity to take advantage of the numerous devices and procedures for obtaining 
services and goods that are made available by modern commerce. On the other hand, it is 
unfair to see a developmentally disabled person bound by the terms of some onerous 
contract, which was signed only because he or she was unable to understand the terminol 
ogy and conditions included, furthermore, it would be counterproductive for a disabled 
person to have a type of property that heorshe was not capable of controlling or managing. 

Thcst eonsiderations would seem to indicate that mentally handicapped hearing- 
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^jmpaired people might be comjjetent in one context to understand a contract or to own a 
particular type of property, while in another context they might not \\rx^^ the requisite 
competence and, therefore, need judicial protection. A person might he fuDy capable of 
owning a bicycle orjurniture but not understand the intricacies of mana'ging a large estate 
or buying and selling securities. 

Unfortunately, .in the pastr guardianship laws tended to require* that ^ person be 
declared either totally competent or totally incompetent. A person who wasiunable to 
manage hU^ estate and was jherefore judicially^declared to be incompetent lost all his 
contractual atid owhershTFTrtghts. Unless another judicial determination occurred that 
declared the person competent, the guardian was the sole person who could make con- 
tracts or exercise ownership. . . 

The modern trend, and one that appears more in line.wlih constitutional guarantees, is 
toward a system known as "limited guardianship." The concept of limited guardianship 
permits a court to declare a particular person incompetent for a specific purpose and a 
guardian to be appointed to act to protect his interests. The person is incompetent only 
with regard to the particular matters involved in the determination of incompetence. 
Thus, he or she retains the right to contract and to own and dispose of property in all other 
areas. 

. *» . * * 

Jr' The Right to Fair and Equal Treatment by Public. Agencies 

A generalization that car*, be drawn from the previously mentioned rights is thht 
handicapped jjersons are entitled to be treated in a fair and equal manner by public 
agencies and officials. Indeed, a simplistic summary of the Fourteenth Amendment is that 
it guarantees equal protecti^jraod due process of law. This in turn is applicable to public 
agencies in that it reqUtresihese agencies to treat all people with equality and fairness. 
Stated conversely, invidious^ discrimnjUcin^rurif^ bodies or officials 

are forbidden by the Fourteenth Amendment to the UrS^T^onsTiuiuori/ " ' - 

The right to fair and equal treatment by public agericibs is a primary way in which the 
legal propriety of almost any type of program for the* multiply handicapped can be* 
measured. Indeed, this right serves as an umbrella in that it shields and encompasses all of 
the previously mentioned rights as well as Several additional ones. 

Additional Rights ' . ■ • - 

Several other constitutional rights regarding handicapped persons^do exist. A brief 
sampling of additional rights possessed.by this population will include but not be limited 

to: ' • V • ■ 

1. The right of equal access to medical services; 

2. The right to send' and receive "mail; 

3. The rightjQ^privacy, especially concerning one's intimate bodily functions; 

4. The right to cliobse and'practice.a religion; 

5. The right to have relationships with one's peers, including members of the opposite 
sex; f ^ 

6. The right to equal access to welfare, social security, and other social service programs, 

7. The right to freely express oneself whether i t be through the choice of onc**s hair length, 
clothing styles, music, or otherwise; - ^ 

8. The right to be free fiom culturally biased and other improper.testing and classifica- 
tion procedures; 

9. The right to equal opportunities for housing and freedom from discriminatory zoning 
♦ordinances; 

10. Tfi'Csright to nondiscriminatory treatment by jDolicemen and firemen; 

11. The righ^^o be free from medical experimentation; 

12. The right to^ravel and to free access to buildjngs and transportation facilities, and 

13. The right to befcee from governmental encroachment on a normal life-style and life ^ 
cycle. \v 

The list need not become ^ndless. Al I rights niay be capsulized under the concept of fair 
and equal treatment by public agencies and officiafs. Such are the requirements of state 
and federal constitutions. 
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r STATUTORY RIGHTS 

S'jmc ..t,al rights have.been created by legislation rather than by constitution. Legis- 
lation is by its very nature much more detailed than constitutional provisions. As a result, 
,the discussion of the fine points of all the sections and subsections of relevant statutes 
would be a mammothundertakirig. Thus, the intefit here is to use a broad brush.in painting 
an outline of legislation that has major ramifications for persons with combined hearing 
and intellectual impairments; . • . ; ~ 

A number of states have.pacticubrized statutes that authorize special facilities or 
services unique to that state. It is not possible to examine particular characteristics and , 
idiosyncras.L3 of rill Statejproyisicns in* thi^ document., However, some frequent errors or 
inadequacies in state statutes or regulations can be noted: 

• State statutes.often fail to require comprehensive planning across state agencies. 

• State regulations may mandate services for the ''multiply handicapped/' but enforce- 
ment of'this mandat.e may not ensure quality services for a specific population such as 
persons with severe hearing loss and mental retardation. 

• Regulatory procedures for identification, assessment, and placemeTit are vague or 
■ nonexistent. ^ 

• Services to preschool multiply handicapped children are permissive rather than man- 
datory. \ 

• Provisions arC hot made for the employment or certificatiorvof audiologists and other 
needed specialists. . . , , 

• Some state law s or regulations also contain " w aiver prov isions" to permit uncertificated 
personnel employment. . 

• Certification requirements for professionals to work with the multiply handicapped 
have not been determined or appear less than adequate to ensure quality instruction.and 
services. " *■ 



• Requirements'for minimum program si2e.ma>i.l?e un_realisti^c in view of these persons' 
. needs for individualized instruction and Services. - 

• There may be no provisions for employment of paraprofessionals to assist professional 
staff. 

• There may be no provisions for reimbursement ofexpenditures for facility or curriculum 
modification and specialized equipment. This would discourage and even preclude 
integration of hearing-impaired mentally, retarded pefsons into a regular school or 
community setting. . , . ^' 

• Limited or no provisions exist to support research or program evaluation. 

Rather than erecting more barriers by singling out a class of handicapped people for 
differential treatment, eTforts should be made to channel handicapped persons into the 
mainstream of American life. In 'this vein, state statutory provisions and regulations 
governing services to the severely and miultiply handicapped must he reviewed to ensure 
the inclusion of this special population. Federal legislation with significant, impact on 
these persons is putliped in the next chapter. Many relevant bills have been enacted and 
others are being considered by Congress. The laws must be strengthened and enforced to 
ensure comprehensive services for all handicapped persons. 



For additional infonmtion on the legal rights of the handicapped contact: 

National Center for Law and the 

Handicapped, Inc. ^ 

1235 No. Edcfy Street 

South Bend, Indiana 46617 
. * (219) 288-4751 ' 
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AlthoXigh federal legislation includes provisions for all handicapped persons to receive 
services, federal funding has been inadequate to finance the implementation of comprehen- 
sive programs to meet the needs of ever> handicapped child and adult. Funds appropriated 
through federal legislation have been made available to support catal>tic efforts, demonstra- 
tion programs', research, professional training, and, at times, facility construction. Generally, 
funds are appropriated to complement s)ate and local efforts to provide quality services for 
the handicapped. Legislative and funding policies at the state level vary with each state and 
with each agency within the state. The Council for Exceptional Children's State/Federal 
Clearinghouse maintains a digest of legislative and funding provisions for the education of 
handicapped children and youth in each state. A similar digest is needed to identif> legislation 
and funds covering services to the handicapped through health and welfare agencies in each 
stJite. , . % 

Federal legislation and funding formulas.tend to be modified at least every three years. 
However, the most significant federal provislons^affecting services to the HIMR popjulation 
are outlined below. Further details may be obtained from the administrative agenc> charged 
with. implementation of the acts and disbursement of the funds. 

Education of the Handicapped Act t 

This act involves federal underwriting .of projects. and pilot programs with the goal of 
assisting the states to establish successful progr.ams of education for handicapped children. 
The major agency charged with the responsibility of administering programs under this act is. 
the Bureau of Education for the Handicapped (BEH), Office .of Education, Department of 
Health, Education, and Welfare (DHEW). A number of the provisions of the act should be 
noteJ: ■ " . ~ . 

A. Preschool and School Programs - 

Un^er Title VI B of this act, funds are -made available to assist states with the 
improvemjjnt and expansion,of e^ucajjonal and related services for handicapped children. 
ThisJncludes. preschool, grade school, and high school level educational programs. 

B. Regional Centers ^ . - ' 

Part C of this act authorizes the establishment of regional centers designed to provide 
technical assistance, advice, and other information concerning appropriate educational 
services for handicapped persons. Section 622 of Part C provides grants |pr the states to 
establish regional centers specifically geared to the needs of deaf^blind children. 

Manpower Needs ^ 

Part D of this act authorizes the awarding of grants to states for the purpose of training 
teachers, clinicians, and.other personnel necessary for quality special education programs. 

D. Information 
*, 

Part F of this act provides funds for research contracts aimed at determining ways in 
which films and other media may be-used to^enhance «jhe education of handicapped 
children. Money is provided fjr producing and^istributing such educational films, and 
specifically for captioned films for deaf persons. Grants are also p^rovided under Section 
633 of Part D to improve the dissemination of information concerning educational oppor- 
' tunities.for handicapped chijdren. ^ 

""E. Early Education 

Grants are aiithorized under Part C, Section 623, to support model preschool projects 
for, handicapprd youngsters. 

vF. Research , 

Substantial amounts of funds are made available for research and demonstration 
grants aimed at improving the education afforded handicapped children. 

# * *^ 

The Rehabilitation Aciof 1973 . ' ( \ 

The third version of the Rehabilitation Act was signed into iavv inSdRtepiber 1973. Its 
.purpose is to foster comprehensive rehabilitation services for handicapped individuals to 
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sucli a degree that persons may increase their skills and improve their ability to live with 
greater independence and self-sufficiency, .Some of the act's more notable provisions arc: 

A. Title I— Vocational Rehabilitation Services . 

Grants ar(^ provided to states for the purpose of increasing ^the employability of 
handicapped individuals. States desiring to participate in such programs are required to 
submit to the Secretary of the Dcpartnient of Health, Education, and Welfare a state plan 
for rehabilitation services. An individualized written rehabilit^ation program developed 
for each eligible handicapped individual is required. Priority in.state vocational rehabili- 
tation servipes is to be given to severely handicapped persons. The term severe handicap 
refers,to^a'*clisaoi!ity which requires multiple services over an extended period of time and' 
results from amputation, blindness, cancer, cerebral palsy, cystic fibrosis, deafness, hcaf t 
4 disease, hemiplegia, mental retardation, mental illness, multiple.sclerosis, muscular'dys- 
trophy, neurological disorders (including stroke and epilepsy), paraplegia, quadriplegia 
and other spinal cord conditions, renal failure, respiratory or pulmonary dysfunction, and 
any other disability specified by the Secretary in regulations he shall prescribe/' 

B. Title II— Research and Training 

Funds for grants and contracts are provided to conduct research and demonstrations 
, concerning the rehabilitation of handicapped individuals, and to increase the number of 
trained rehabilitation* personnel. . ' ♦ > 

C Title III— Special Federal Responsibilities 

Under this sectian,.grants are authorized for construction of rehabilitation facilities, 
, vocational training services for handicapped individuals, irnortgage insurance forrahabili 
tation facilities, and other special projects and demonstration centers. For example, a 
National Center for Deaf-Blind Youth and Adults has been established. 

D. Title V— Miscellaneous, " ' * , 

This section establishes (1) an Interagency Committee on Handicapped Employeesjo 
guard against employment discrimination toward handicapped .indiv iduals and (2) an 
Architectural'and Transportation Barrier* Compliance Board to insure compliance with 
standards prohibiting architectural, transportation, and attitudinal barriers directed to- 
ward hiindicapped persons. Discrimination against handicapped individuals in employ^ _ 
.ment junder federal contracts is forbidden in Section 503. Section 504^provides that: no 
qualified handicapped in^Jividual shall, solely by reason of his handicap, be subjected to 
discrimination under any program 9r activity receiving federal financial assistance. 

£. Rehabllitation.Services Administration - 

Section .2 of this act set up a Rehabilitation Services Administration (RSA) in the 
Department of Health, Education, and Welfare. RSA is designated the principal agency for 
carrying out the purposes of thc-Rehabilitation Act. - . ' ' 

Social Security Act • ' ^ , 

. Title XVI of thisact establishes the Supplemental Security Income (SSI) Program, undec 
.which Social Security payments may be made to eligible. disabled persons and parents of 
disabled children. A person is considered to be disabled "if he is unable to engage in any 
substantial gainful activity by reason of any medically determinable physical, or mental 
impairment \Wiich can be expected to last for a continuous period of not less than twelve 
months." ' - 

Initial payments under the program began on January 1, 1974, at $140 per month for 
individuals and $210 per month for coliples. A payment increase to $146 for individuals and 
$219 for couples was scheduled for July 1, 1974. For newly eligible persons to receive such 
payments on account of disability, their yearly income may not exceed $1560 if<heir spouse is 
not an eligible recipient or $2340 for a couple if both are eligible. 

Paren.ts^are considered financially liable for disabled children only until the child be- 
comes 21 years of age. On reaching his twenty-first birthday, a disabled child will be consi- 
dered for SSI eligibility on. the basis of his own earnings. 

Developmental Disabilities Services and Facilities Construction Act (DDA) 

Funds are provided to the states to assist in the planning and implementation of com- 
prehensive programs of services for the developmentally disabled. The term davelopmentally 
disabled includes mentally retarded personsas well as victims of cerebral palsy, epilepsy, and 
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similar disabilities attributable to nCui ological impairments. Formula grants arepru\ided to 
.state DDA^ agencies. Thus, planning and advisory councils are enabled to devise and com- 
mence implementation of services to persons .with substantial' hcindicaps. ' 

In addition to funds provided directly to the states, fundingjs provided for certain 
projects of national significance. Among these projects are the following: 

A. Legal Advocacy . * - * 

The Division of Developmental D|sabjlities (DDD) in conjunction with tht;^Burcau of. 
Education for tl]^andicapped (BEH) is funding a legal advocacy program with a nation- 
wide scope entitled the National Center for Law and the Handicapped (NCLH) in South 
Bend, Indiana. Cosponsors of the agency are the American Bar Association, Family Law 
Section; the University of Notre Dame Law School; the Council for the Retarded of St. 
Joseph. County, Indiana; and' the National Association for Retarded Citizens. Thq goal of 
this;agency is to protect j^nd assert the legal rights of handicapped pers'ons. . 

B. Technical" Assistance ' . . 

Funds are proVidecLto sponsor the Developmental Disabilities Technical Assistance 
Development System (I/D/TADS) at the University of Nortji Carolina in Chapel Hill, North 
Carolina. DD/TADS provides not only information and technical assistance but also advice 
to state developmental disabilities councils. 

C. Child Advocacy ' ^ • 

Funds from DDD^are mingled with moneys from the Bureau of Education for the 
Handicapped and the National Institute pf Mental Health (NIMH) to fund ,1 1 child advo- 
cacy projects. ^ ^ 

D. National Information and Data 

.Funds are being, j)rov ided to a national information center and individualized data^ 
base at Pacific State Hospital in California, in conjunction with theUniversity of California 
at Los Angeles, - , ... " 

.E. Deinstitutionalization 

Seyeraj demonstration projects are funded to explore alternatives to residential in- 
stitutions for developmentall} disabled persons in addition to examining and developing 
community alternatives. • • - * 

Additional Laws ' ^ - • ' '\ 

The four preceding federal acts constitute the major legislation affecting persons with 
dualjdisabilitics, however, other statutes also apply. Two suchi laws worthy Of mention are. 

A. The Wagner-O'Day Act (1938. PL 75-739) 

This sanctions a comrrjlttee to purchase products and services for the blind and other 
severely handicapped. The aim of the Wagner-O'Day program, is to increase employ ment 
^ opportunities for blind and severely handicapped persons by pprmitting" tliem to sell their 
products to the federal government. Consequently, a preference is extended in bidding on 
government contracts to qualified sheltered workshops tor severely handicapped indi- 
V iduals. In fiscal y ear 1 969, "78 workshopsjor the blind in 35 states sold appro.xi mately $23 
million worth of gopd^ to the federal government, providing employment to some 5,000 
^ Bllndindividuals,"^ this act would indeed be applicable to hearing-impaired mentally 
retarded persons. Thus, appropriate action should be taken to either reinterpret ur amend 
this act so that it specifically includes this population. 

* » 

B. Economic Opporttinity Amendments of 1972 (PL 92-424) 

These amendments jaim^ to. insure that a minimum of 10% of Project Head Start 
enrollments throughout the nation are available for handicapped children. Funds are 
administered through the Office of Child Devefopment, DHEW. , ♦ 

1^ \| ^ ^ ' 

^For additional information, coniact (he Committee on Purchases of Blind-made Products* 151 1 K Street* N.VV., 
Washington, D.C. aOOOS." > . 
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Coordination is the process of bringing tpgether all necessary resources in the ap- 
propriate sequence In order to accomplish a given objective. Coordination involves 
Initiating, sustaining, and interrelating the viirious parts of .the service^ delivery 
S2^tem. (Joint Com mission on Accreditation of Hospitals, 1973,'P. 73) 



f • • c . • • 

' The complexity of problems faced by pcr,SQns with hearing ihipairment and mental 
rctarddtion requires a diversified, spcLialized, coordinated network of program s.'Presently no 
single. agenc> or discipline can'appropriatel>^scrvc the total needs of this population. Thus, 
each program should not only provide a unique resource to the client, but must alsd take 
necessiir> steps to establish itself as one contributing link in a chain of coordinated services. 

The lack of an integrated network of planning, programming, and evaluation for the 
multipiv handicapped often stifles the evolution of services from conceptualization through 
implementation and operation. For example, 'the ci'eation of a single-source center with a 
well-LonLcptualized program ofprev6»/icj«, a55e5.s}ue}U, managemenU dind evaluation would be 
djfficult without the quantitative data prov ided by a demographic center. Thus, compilation 
of data Cpom a well-operated center could facilitate implementation of a network 9f single- 
source centers. This in turn could permit appropriate identification of needs and fdster proper 
placementbased on interdisciplinary assessments and availability ofsirv ices. Closer interre- 
lation among parts of the service delivery system is imperative at all levels of th^ social 
system. However, the mere existence of appropriate services is not the answer unless these 

services are available and convenient to all people requiring such specialized assistance. 
» » ' * 

. / PROBLEMS WITHIN THE EXIS^NG SYSTEM ' ^ 

Despite a general increase in funding for the handicapped by both gove^ment and the 
private sector, no state has implemented comprehensive services that fulfill the full range of 
needs of the HIMR, population. ' r f . 

State officials contacted during this project cited inadequacy of funds and insufficie^jt 
resources as the major problems. A closW study of the problems, however, reveals much mqr^ 
Categorically, the problems include: 

V • Lack .of information * . ' ' ^ ^ 

• Lack of coordinated planning, management, and prograhd evaluation (especially 
among state and lotaLagencies of health, education, and welfare) 
* • Lack ofsufficient resourcQS 

Lack of Information. • - , • . 

» - <j ' • . 

On the state level, agencies concerned with HIMR persons l^ave insufficient data to define 
and implement jieeded programs and services. It is difficult to find any agency using an 
operational definition to identify and routinely collect data on children or aduhs with the 
specific combination of hearing loss and mental retardation. Presently, no agencies have 
"output" data on the effectiveness of.services provided to the HIMR population.'* Likewise, 
comprehensive data concerning both available manpower and those in training are insuffi- 
cient. . * " , ' 

Another problem is the lack of consensus on curricula and practica for those training to 
work with this dual handicap. Perhaps this results from a dearth of professional expertise in 
this multffaceted field. Nearly 80% of dll published research.on this population involves only 
the field pf audiology. Moreover, systematic studies qn special instructional techniques are 
remarkably limited, it appears that insufficient information exists on the HIMR population 
because responsibility is not ve^tedin any single federal, stale, or local agCncy. Instead, the 
service systemjs fragmented and-iii.coordinaled, functioning as a subsystem^vvithin numbers 
o( agencies and institutions,dispensing scr v ices and funds for the handicapped and*disadvan 
taged, As a result, priority has emerged only recently to accommodate this population. 



* Vocational rchabililation agencies ma> be possible exceptions, but their (Tata nius be exirapolaicd from basic 
data on pennons who are rehabilitated for mental retardation, deafness, and other dcvc! ipmental disabilities Even 
then, the data fall far belou ihc i\j^ber of known cases eligible for and perhaps receiving rehabilitative services 
^Division of Monitoring and Program Analysis iStatistical Analysis Systvm, Fedeoal-Slatt Vocational Rehabilitation 
Program, Characteristics of Clients Rehabilitated itt Fiscal Years 1968*1972). / • * 
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Lack of Coordinated P^lanning, Management, and Evaluation 

Legislatign in several states now mandates comprehensive planning among agencies of 
health, education, and welfare, with their local and regional units, to better.ser\c the handi- 
capped Howe\ er, some current state plans contain no prov isions that would support effo*ns tu 
prevent hearing loss, develop interagency referral systems, iniplement interagency ds^ . 
systenis, coordinate state-oper' * programs for the HIMR, or establish ''single-source cpn- 
"ters" where^^parents br guardia..i> of children and adults could obtain information on corf, 
prehensive services, • 

A 1973 review of all state education department statutes and reguliitions affecting the 
hearing impaired showed marked inequality among the states in the types of services that 
would be supported by the state for severely hearing handicapped children and you.th. 
l^reschool HIMR children receive no special educ(ition services in at least 20 states even 
though the legislation in some of the states would permit such services for children who are at 
least three year§ old. HIMR children under age three are eligible for educational services in 
approximately 18 states but officials report that many school districts presently do not make 
services available for the birth to age three severely handicapped population (Jones and 
He\ilei^,.1973). ^ ^ - . 

It is also important to^ote that many states reduce the amount of reimbursement 
provided to schopi districts serving the preschool handicapped. Generally this practice has 
developed because the funding policy assu mes shorter periods of instruction foA the preschool 
child The policies do not appear to have been established on the basis of actual program costs 
for providing interdisciplinary services to the multiply handicapped preschool population. 

Differences can be found from state to state in programs whose functions appear similar. , 
For example, vocational rehabilitation agencies in some slates served 45 tinges the i^umber of 
hearing handicapped per capita as other states. The I972^ta from the Bureau of Education 
^ for t^ie Handicapped indicate that the percentage of handicapped children served throughout 
tl estates varies by more than 50% per capita/ Likewise, great iniquities in expenditures foe 
service exist. Some states have no special programs for the HIMR. Many institutions for the 
mentally retarded that also have patients wjth hearing loss indicate they have no services 
availa^ from qualified audiologists, speech pathologists, or teachers of the hearing im- 
pair^dlnstitutions for the hearing impaired that were visited or contacted during this project 
reported that too few teachers, psychologists, social workers, rehabilitation counselors, or 
ph> sicians expressed any desire or special expertise in working with persons who are severely 
hearing impaired and mentally retarded. Previous reports such as those by Anderson et al. 
(1966) and Lloyd (1970) tend to corroborate this finding. / 

On ly a few states, such as New Yprk,*^ have attemp te'd to develop a comprehensive plan for 
the HIMR. Somie states have selecjted certain, institutions to implement comprehensive ser- 
vices within a single program such as the Austin State School Program (Texas) and the 
Lampeer State Home and Training School (Michigan), » 

The Project Staff was unable to identify a single comprehensive state plan for serving 
adults with hearing impairment and mental retardation. It was hoped that model programs 
might be cited in this document as one method of assisting others in their desire to expand 
services for the HIM5^. However»few fnod^ls appear ready for emulation. For example, the 
Vaughn House in Austin, Texas, is^ the only independent living facjiityjfor severely handi- 
capped HIMR persons identified in the project. Perhaps others, exist. The statewide work- 
study programs between the State Departments.of Special Education and Vocational Re 
ha^litation in Texa^and Missouri certainly hold promise for^meeting the needs ojthe HIMR 
population. In addition, the state-supported sheltered workshops in Pennsylvania and Mis- . 
souri can serve as examples for other states along with pr(?mising practicQ^ that are cited in 
later sectipns. ' ' ' * 

Lack of Sufficient Resources 

The absence of comprehensive plans for serving the HIMR population helps to perpetuate 
the lack of sufficient resources. Conversely, the lack of some resources results in the inability of 
states and many ^service institutions to develop and implement comprehensive plans. and 
programs. • ... 

* ■ • 

'Further data on exceptional chaldron arc available from the Bureau of Education for the Handicapped (sec 
Appendix C). r ' 

* • ♦ 

♦For detailed informatidQ, refer to New York State 'Temporary Commission (197 1). 
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Smce so little is generally known about the special needs of this population, it is rather- 
easy to understand vs hy inadequate resources (personnel, facilities, and funding) remain a 
major problem. 

Personnel, especially teachers prepared to serve different age groups (preschool, school 
age, adolescent, and adults), are in short supply. We mention each age group4)ecause,their 
needs vary significantly. Adults are included because it is apparent that instructional services 
should be extended beyond the arbitrary legal age limit of 21 in most states. Also, too few 
audiologists and psychologists are available to serve this population. Few university faculty 
members appear to have developed special programs, for preparing professionals or para- 
professionals to work in this field. 

An .organized program of technical assistance utilizing persons with special skills in 
planning, serving, ar^d evaluating service effectiveness has not been developed but is badly 
needed. " ^ . . ^ 

Additional cost studies must be completed before federal, state, or local agencies can 
b^gin to determine the financial resources that are.required for comprehensive programming. 
Unfortunately, many previous cost analyses are based on what exists and not on what should 
be provided to create full service programs. 
* 

Summary of the Present System 

The piesent system for severely handicapped children and adults (especially the subsys- 
tem foi the HIMR), although described somewhat negatively above, does provide some 
greatly needed and beneficial services. In addition, dedicated professionals and paraprofes 
sionals are Working at all levels Within the system to achieve effective organization and meet 
the needs of all persons involved. Many individuals providing care are quite competent, but 
resources must be expanded. Coordinated efforts are imperative if the goal of full services for 
each HIMR person is to be rehched in the next decade. 

COORDINATING GOVERNMENTAL AGENCIES 
AND PROFESSIONAL ORGANIZATIONS 

Govern mental agencies as well as professional organizationscan hasten the development 
of a continuum of services for the handicapped either directly or indirectly by playing a 
pivotal role in tumprehcnsive programming. They can assist the handicapped population by 
supporting or conducting significant research in the field, recommending new legislation as 
well as reinterpreting and amending existing legislation, granting funds to educational 
' programs and community agencies to support ongpirig programs and to help establish new 
programs, publishing literature concerning the handicapped, establishing specific standards 
for profcA&ional certification and program accreditation, and, finally, serving as a liaison and 
spokesman for various services within a comprehensive delivery system network. 

In the past decadic, unprecedented concern and active involvement have occurred in the 
area of mental retardation. This interest served as a catalyst in promoting the establishment 
of the President's Committee on Mental Retardation (PCMR) in spring 1966. This committee 
was created to advise the President on current activities regarding the mentally retarded 
(namely, research, manpower developnjent,. prevention, services, and public^information), to 
recommend federal action where needed to prevent and a meliorated he incidence of retarda- 
tion, to promote coordination and cooperation among public and private agencies, to stimu 
late individual and group aqtion, and to .promote public understanding of the mentally 
retarded. The committee is chaired by the Secretary of Health, Education, and Welfare. Other ^ 
members of the corpmittee include the Secretary»of Labor and the Director of the Office of 
Economic Opportunity. PCMR is composed of 21 citizens serving three-year terms. 

Two more recentcommitments have also influenced the current governmental vigor to 
serve mentally retarded populations. First, in 1971 , the President stated that two major goals 
of the federal government shall be: i . 

To reduce by half the occurrence of mental retardation in the United States before the 
. end of this century, and • 
To enable. one-third of the more than 250,000 retarded persons in public institutions 
^to return to useful lives in the community. (PCMR) 

Second, in 1972, the U.S. Commissioner of Education proposed a goal of full educational 
opportunity for all handicapped children to be achieved by 1980 (75% by 1977). 

/The majority of federal government agencies anci national committees concerned with 
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handicapped populations are found within the Department of Health, Edutatiun, and Wel- 
fare. Some of those specifically equipped to assist the HIMR population are: 

• Bureau of Education for the Handicapped (BEH is in the Office of Education); 

• Rehabilitation Services Administration (RSA), Division of Developmental Disabilitici) 
(DDD) in Social Rehabilitation Services; . ^ 

• Office of Child Development (OGD); ' ^ -7 ' — 

• Maternal and Child Health;' 

• National Instituteof Child Health and Human Development (in the National Institutes 
of Health); ^ • ^ " ^ 

• Office for Handicapped Individuals and Office of Mental Retardation Coorclination 
(OMRC); 

, V * * 

• .Pi:esident's Committee on Mental Retardation; 

• President's Committee on Employment of the Handicapped; 

• National Advisory Committee on the Handicapped. 

Numerous federal agencies, professional organizations, and private interest gioups pro- 
vide guidance and support for the handicapped. A list ofprofcssional org/mizations and 
governmental agencies with special interests and activities in areas related to the HIMR are 
listed in Appendix C. > 

Presently , no federal agencv program or pi ofessional organi/.ation e.\ists that specificallj^^^ 
represents the HIMR population. However, major actions have been taken to begin to elinii J 
nate this present void. First, iii 1970, the AAMD-CEASD Joint Committee on the Deaf- 
Relai ded vv as established to address the needs of persons with these two handicaps. Thih.joint 
committee has been involved in several significant activities: 

In 1971 , upen membership forums held at the Conventfon foi American Instructors of 
the Deaf (CAID) and AAMD nrjjl^nal meetings addressed one principal issue, profes- 
sionals involved iaeducating the deaf need more information about AAMD and mental 
retardation. Similarly, those vvlio are. working in the area of mental retardation need 
more information to help thern understand hearing impairments. 

• In 1972, AS Ha, in cooperation wjth the AAMD-CEASD Joint Committee drafted a 
tvvo-}eai grant proposal to develop this report (recommendations foi comprehensive 
services for .the HIMR). 

• The Joint Committee has compiled a bibliograph> on the duaT handicaps of heaitng 
impairment and mental retardation (Hirshoren and Llovd, 1 9^2) containing moie than 
600 references (see Appendi.\ D). 

In June 1972, an HEW Task Force on the Deaf Mentally Retarded was created through the 
cooperative efforts of the National Advisorv Committee on the Education of the Deaf 
(NACED)' and the HEW Office of Mental Retardation Coordination (OMRC).« 

-In spite of the excellent contributions made b> governmental agencies and pi ofessional 
organizations in e.vpanding serv ices to the handicapped, none is piesentiv assuming enough, 
leadership to rapidly influence the development of comprehensive services for the HIMR 
population. Goal oriented programs must be cwpandeu to speed the development of full 
serv ices bv 1980.'' Ther'efore, in organizing a network of full serv ices, the follow ing pi ogi am 
components are necessai'y: • 



Comprehensive data systems, 
A national technical assistance 
Regional demonstration ceritei 
Singlc-sour"Ce service centers. 



'Nuw nmnlgntnatod into the NnlionnI Advisot y ConitniUCL* on the ilnndicapped. 

"Nuu upLTnling uiihin iht, ivll*iuI> cslnbli^lkd Office fot ilandiLnppLJ liuitvidiuls. DLpaiuntitt ul ikalth, 
Kd uca I ion . anir WtTfare , 

*"Goal-oiiL'ntal progranis" ivfcr p.iriKulaih ro IILVS -aihniniMcicd pioguuus MuU\elupnknl*iI ihs.ihilitastfU. 
9 1 -.SI 7). aid lo LhiUlrcn in siaie-supporicd stluwls (PL 89.-313), L-tluLaiiunal Male gtanis (PI. 91-230. In It V I ih. 
VtKational ivhabililation grants (PL 66-263). CSCA, Titles I and Ml (PL^^ IO), MaaUoiial LiluLaliun staU guiotsilM^ 
90^576). Mead Slari (PL 92-424), Public HeahhSLMxiLC AlI.Slx 314 d, ami MiatLMoal ami chiKI iiealtb aiuKitpplLd 
chiUlrcn's stale grants (Social SccurUy Act. Title V)- 
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• State and local advisory committees, 

• A national information center, and 

• Volunteer action groups. 

Thcamplementation uf these program components will require coordination at the national, 
state, and local levels. Specific steps must be taken to achieve systematic interagency plan- 
ning, management, and evaluation utilizing professional expertise. Each of the program 
components is discussed below. 

Comprehensive Data Systems ' ^ . 

Demographic data concerning the HIMR population are limited. By surveying the nature 
and extent of the HlMR population and by ysing standardized definitions, inforr . ation needed, 
in comprehensive planning at all governmental levels can be obtained and ia turn used to 
assist program impltmeniation. Moreover, the need for new legislation, increased financial 
support-, and more trained personnel could then bejdocumented. 

Man> state and local agencies need technicSfassistance and guidelines for collecting 
relevant. data. Recording necessary data on all members 6f the HIMR population will be a 
difficult task. The medical profession, health, agencies, school districts, law enforcement 
agencies, and social welfare agencies must assist in the identification and recording process 
Confidentiality must be protected. Special expertise is required and all nevv data systems 
should bexapable of producing (over iimc) evaluation data on ihc appropnateness ^ndeffect of 
services provided. : 

At present, one Office of Demographic Studies (ODS) exists for the hearing impaired in the 
United States. This office! located At Gallaudet College in Washington, p.C, appears to be one 
of the most suitable data centers at the national level to add supplementary data collection 
procedures for obtaining needed information on the HIMR population and to project national 
program needs. With increased funding, ODS could provide the technical assistance needed 
by state and, local agencies to implement improved data systems. 

S^ate and local agencies presently collect some data on handicapped persoiis but the data 
systems vary with each agency . The high-risk registry and central registry represent two data 
systems that are vital in establishing programs and services for handicapped populations 
These data systems, however, should be planned and coordinated across agency lines. 

High-Risk Registry 

A high-risk registry is a systematic method of recording and maintaining data on (1) 
newborns who are at risk for developing one or more disabilities and (2) women who have a 
high probability of giving .birtH to a disabled child. 

A high-ri*,k registry can serve as a useful tool in developing prevention, early identifica- ^ 
tion, and intel-vention programs. The registry can be incorporated into hospital records (for 
example, a child born of a rubella pregnancy would be clearly identified) and subsequent 
appropriate service can be sought. Metabolic defects such as phenylketonuria (PKU) can be 
detected earlyl For^example, if,a "woman-at-risk" beconies pregnant, genetic and metabolic 
defects can bcidiagnosed by a study of fluid taken from the mother s amniotic sac. Termed 
amruocetUesis,^]^{he technique can detect a variety of chromosomal and metabolic abnor- 
malities thatr^.sult.\n severe mental retardation and other disorders. Parents are then coun- 
seled on the rjsks involved and given appropriate medical treatment. Presently, PKU is 
estimated to be responsible for 1% of the population in state institutions for the mentally 
retarded. University medical screening clinics can and have prevented retardation from this 
inborn error of metabolism (Office of Mental Retardation Coordination, 1972). 
p In a similar vein,ahe President's Committee on Mental Retardation (PC MR)*^ states: 

. . . one per :ent of births in the country now has a chromosomal abnormality that will 
result in mental retardation or will havesomeappreciableeffectupon the life cycle. A 
high risk exists in t^iose parents carrying chromosomal defects themselves, those who 
have Jiad a previojus child Kvith Down's Syndrome; those exposed to genetically 
damaging agents such as virus, repeated x-rays or chemical exposure; or those of 
advanced maternal^age. At age 25, a woman has a risk of about one in 1 ,000 of having a 
child with Down's S^yndrome. At age 35, the risk is one in 250. At age 40, the risk is one 
in 100. Andlat age. 45, the chances rise to at least one out of 50 for that chromosomal 
abnormality alone. Ifhese appear to be conservative estimates. 

The regislr^ utilizes^ a checklist of factors that may contribute to the de/elopmenl of 
auditory impairments aiijJ mental retardation. Several criteria can be included'i j a high-risk 
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checklist, For example, a Jphns Hopkins Collaborative Study lists thc.following as ctiologic 
factqre of communication' defects (Mulholland and Fellendorf, 1968). 



Tlrtic of Occurrence 


Factor orlnsult 


Preconception 


genetic (for example, Down's Syndrome or mongolism) 


Prenatal 


metabolic defects (for example, phenylketonuria or PKU) 
maternal-fetal viral infeption; drugsf taken by mother; fetal hypox- 
ia; prematurity — low birth weight 


Perinatal 


hypoxia/acidosis; mechanical trauma; hyperbilirubinemia; drugs 
given to infant; ?? noise 


Postnatal 


middle ear infections; upper respiratory infections; foreign bodies, 
in ear; drugs; meningitis; encephalitis; mumps, measles, trauma 


Environmental Influences 
(deprivation — lack of stimulation); emotional problems; mental subnormality 



A more extensive checklist of etiological criteria for early detection of mental retardation 
and auditor) impairments can be established b> contacting appropriate sources, such as local 
medical associations, university medical clinics, and the AAMD's Manual on Tennmology and 
Classification in Mental Retardatioti (Grossman, 1973). 

A high-risk registry will enable medical staff to make appropriate arrangements for each 
infant identified as at risk. This can be accommodated at the tifne of discharge from the 
newborn nursery through (1) screening evaluations of these infants (during the first year of 
life) at either a single-source service center or medical clinic, (2) referrals for a comprehensive 
diagnosis, and (3) plans for long-term monitoring or management of the child .or both. 

Central Registry 

A central registry is a systematic computerized method of recording data on a specific 
population. Medical, audiologic, educational, and other evaluations also may be maintained 
on each. person included in the registry. 

Compilation of data on the HIMR population in each slate is essential to provide (1) 
effective and continuous services for each HIMR person, (2) information for program planning 
and evaluations, (3) a uniform means of communication among all agencies and persons 
contributing to individual program plans, (4) a method for recording the progress of each 
HIMR person, and (5) data for use in research, education, and rehabilitation. In addition, 
accurate and uniform records can assist in protecting each HIMR person by accentuating 
their constitutional and legislative rights. 

Although, conceptually, a computerized registry appears sound, thedevelopment of such 
systems could also result in flagrant abuses. To avoid problems inherent in any computer- 
based informational system, effective controls must be established to prevent its misuse. 
Thus, a registry system must include: 

• Authorization from each parent or guardian to maintain individual case data. 

• Provisions for the release of individual case records to parents and guardians upon their 
request. ') 

• Enforcement of the confidentiality of individual case records. Records shall not be 
released to any person or agency without consent from the parent, guardian, or another 

. appropriate authority. Identification numbers for each HIMR person may serve as a 
mechanism for allowing individual records to remain confidential. 

Additional experimentation and research are needed to design a system that is both successful 
and compatible for a broad spectrum of programs. 

The Multi-State Information System for Psychiatric Patient Records (MSIS) is a system, 
analogous to the registry described above. New York's State Department of Mental Hygiene, 
with a National Institute of Mental Health Grant, assisted in its development. Presently, eight 
states are participating by using a common format for recording individual case histories. In 
addition, the University of California at Los Angeles (Neuro-Psychiatric Institute) is develop 
ing an individualized tracking system in cooperation with Pacific State Hospital. For further 
information, contact The Research Group at Pacific State Hospital, Pomona, California. 

• • 'kf 24 
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^National Technical Assistance Center 

A national technical assistance center could assist with the implementation and general 
maintenance of qualit> comprehensive services for the HIMR population. Through consulta 
tions, conferences, and training workshops, technical assistance concerned with quality 
control in the delivery system and evaluations of program effectiveness could be provided. 
Teams of professionals with expertise in such areas as hearing impairment, mental retarda 
tion, and psychology could be organized to transmit valuable information to advisory com 
mittees, governmental agencies, and regional and local service programs to assist them wilH 
the amelioration of existing services. 

A national technical assistance center has been established to aid handicapped children 
in the early .education programs throughout the United States. Known as TADS.(Technical 
Assistance Development Systems),^^ this resource center aids program staff in develqping and 
upgrading any phase of a program, for which a local center desires hfilp. TADS provides 
planning strategies while assisting approximately 100 federally funded preschool programs 
and advisory committees with all aspects of program development. This technical team also 
enables demonstration center^ in rural areas to have access to new innovations in program 
design and successful teaching techniques. 

Among the services offered by TADS that would be useful in a simHar fashion to HIMR 
programs are: ^ ' 

• identifying appropriate technical consultants, 

• PVoviding consultants to confer with individual centers and their staff, 

• Assisting regional centers in working with state agencies, 

• Holding small group In-ser'ice and continuing education workshops, 

• Collecting and dispensing data concerning technical aspects of the service delivery 
. system, . , • * * 

• Identifying strengths and .weaknesses of existing programs, and 

• Providing orientation and guidance to service center directors. 

The proposed technical assistance center for the HIMR would assume.many of the same 
responsibilities as TADS and would serve as a vehicle for maintaining a centrafclearinghouse 
of i nformation on the HIMR. Un like TADS , howev er, there does not appear to be a need for the 
HIMR technical assistance center to maintain a central registry or data bank on the HIMR 
population. The Office of Demographic Studies could prov ide this serv ice in cooperation w ith 
the national technical assistance center. 

Regional {demonstration Centers 

Demonstration centers were conceived and have been funded by federal agencies to create 
exemplary programs and serve as laboratories for experimentation and evaluation. Specifi- 
cally, the responsibility of existing niodel centers for handicapped persons is twofold. (1) to 
,implement well-established effective management methods (for example, goal-oriented edu- 
cational objectives with emphasis on individual behavioral assessment and overall human 
development) and (2) to develop and field tes^t innovative techniques to better serve handi- 
capped persons. 

Presently, it. is difficult to delineate principal ingredients of a commendable HIMR 
program simply because top few progranis exist. This difficulty can be overcome partially by 
synthesizing the best methods available from programs for the deaf, the mentally retarded, 
and soon. Centers for the severely handicapped HIMR population could be patterned after the 
present Regional Deaf-Blind Centers (established by PL 90-247) and those developed in the 
Handicapped Children's Early Education Program (established by PL 90-538). 

Provisions should be made to accommodate various age levels, .individual abilities, and 
degrees of disability within a demonstration center framework. Presently, no comprehensive 
network of demonstration centers exists specifically for the HIMR population. Those accom 
modating other handicapped populations, however, are funded by two divisions of the De 
partment of Health, Education, and Welfare (HEW); (1) the Bureau of Education for the 
Handicapped (BEH) and (2) Social and Rehabilitation Services, Rehabilitation Services 
Administration, Division of Developmental Disabilities. Special model centers for the HIMR 



"^TADS is located in Chapel HiiLNorth Carolina, and is associated with the University of North Carolina. 
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represent one way to hiake services available in some geographic areas and to assemble the 
interdisciplinary expertise required to address the needs of this population. Regional lo* 
cation of the centers should be determined b> an. analysis of demographic data, geographic 
needs, and economic feasibility.. Demonstration centers for adults should be established 
immediately since fewer comprehensive programs exist for adults than for children. 

Single-Source Service Centers » ' 

In some states^ single-source centers function as public-supported diagnostic, counseling, 
and instructional sources for local cpmmunities. They presently operate as fixed, points of 
referral in coordinated programs of lifelong planning and management for the handicapped 
and their families. These centers engage in systematic follow -up for each client, thus hoping to 
eliminate the possibility of prograni or educational drifting. 

One exampleofastate-conceptilalized system of single-source centers exists in California. 
The Lantermah Mei\tal Retardation Services Act of 1969 mandated the establishment of 
regional centers throughout the state to accommodate all mentally retarded residents regard- 
less of age, race, culture, language, or national origin. Other states have established similar 
centers, such as Missouri's Department of Mental Health, Xo resolve both economic and 
geographic service problems while providing a broad spectrum of care. 

Some of the basic organizational characteristics of single-source centers are listed below . 

• A single-source center jopGrates under contract from a state agency and is governed by a 
board of directors consisting of parents, professionals, and state agency representa- 
tives. 

• The state legislature allocates operational funds annually and charges the state agency 
to set basic standards for personnel, program management, and rates for services. 

• Each center maintains a broad professional staff including but not limited to (1) a 
medical unit (physicians, nurses, and dentists ; (2) a case management unit (social 
workers, psychologists, audiologrsts, counselors . speech pathologists, special teachers, 
physical and occupational therapists, and so on; and (3) an administrative unit (ad- 
ministrator[s], accountants, and. secretarial and custodial staffs)^ 

• Each center conducts an investigation of all existing services and determines other 
possibilities for quality care. Care in facilities outside the region may also be arranged. 

In addition, the centers studied* perform the following services: 

• Diagnostic assessment. 

• Counseling on a continuing basis. Counseling includes advjce and guidance to the 
handicapped person and his family to assist them in locating and using suitable 
facilities, including, but not limited to special medical services, nursery and preschool 
training, public education, recreation, vocational rehabilitation, and suitable private 
and public residential facilities. 

• Provide state funds to ^vendors of services. 

• Maintain a registry and individual case records. 

• Conduct a complete systematic follow -up of the person receiving services and courbes of 
action indicated. » 

• Call public attention to unmet needs in community care and services, define and 
interpret standards of community care and services as used by the single-source service 
center, and stimulate the community to develop such services as needed. 

» Maintain a staff according to standards set by the agency. 
•. Report services provided and unmet needs in the region. 

• Develop a plan Tor comprehensive services in the region. 
Some centers also use the services of volunteers," 

The concept of state regional or single-source service centers is valid. However, once these 
centers become operational, experience has shown that all types of handicapped persons are 
referred for diagnosis and management. Therefore, these centers should not be established to 



^*For further detail, \yntc to the California and Missouri Departments of ^Icalth or consult the Centers and 
Services for Dcaf;Bimd Children, Bureau of Education of the Handicapped, U.S. OfHcc of Education, Washington, 
D.C.. or the section on directional service agencies in Brewer. CD., and Kakalik, 5.S.» Jmprox'htg Sen'iccs to 
Handicapped Children^ Summary and Reammendattons. R«1420/I.HEVV. Santa Monica, Calif.. Rand (Ma> 1974). 
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meet the nijeds of a single population (that is, the mentally retarded). They may, however, 
provide additional and unique servicers for the multiply handicapped, profoundly retarded, or^ 
seriously physically disabled. • 

Progfam policies and management practices should not be established by a single state 
agenc>. Instead,, their standards of operation should be established by interagency represen 
tatives and interdisciplinary consultants. 

Placement of the centers should be based pn geographic needs but consideration must 
also bCjgiven to the difficulties that may be encountered in attracting qualified staff to' the 
area. Care must be taken to prevent the centers from becoming lifetime placemetit institu- 
tions. Thus, patients requiring institutionalization should find only short-term (interim) care 
at the^ center until suitable placement can be arranged. It is imperative that all service 
programs have a clear understanding of the center's role and responsibilities, 

i 

Advisory Committees ' 

Numerous advisory .committees on the handicapped have been established through 
legislative mandate at the national, state, and local levels. Although wide variations in their 
roles and scope of authority exist, these committees are generally composed of various 
pr^ofessiopals, program administrators, parents, andsb forth, who are charged vTitlfTbasic 
responsibility to ensure quality programs for the handicapped. Advisory committees tend to 
be involved with, but are not limited to, the following activities: 
I ^ • : 

' • Assessing and projecting needs of the handicapped population, 
; • Program planning, 

• Recommending priorities and program policies, 

• Monitoring or conducting due process proceedings, 

• EjValuating cost effectiveness analyses, afid 

• Reviewing and recommending fegislative and regulatpry provisions. ^ 

An analysis of state laws during this project revealed that in more than one-half of the 
states, provisions are made for state or local advisory committees .or both, California, Dela- 
ware, Kansas, Louisiana, Minnesota, New Jersey, Texas, Utah, Nebraska, Vermont, and 
Massachusetts are aniong the states that ha\e established such committees, councils, or 
commissions. However, membership on these committees shows great variation throughout 
the country and selection criteria often do not ensure the interdisciplinary expertise that 
should be represented by per$ons or groups most capable to review quality plans and pro- 
grams. The following.c.xamples were selected toshow the variability that exists in state laws 
(State-Federal Information Clearinghouse for Exceptional Children, 1973). 



A coordinating council for handicapped children is established to coordinate 
programs for all handicapped children under age 21. The council is responsible for 
maintaining a directory of services available for the handicapped in Kansas, dis- 
tributing information to parents, doetors, and other persons concerning these ser- 
vices; initiating coordinated planning by and between agencies and departments, 
private associations, organizations, and corporations, and recommending to public 
and private agencies working with the handicapped need for additional services. The 
council's membership consists ofthc director ofspecial education, a representative of 
the crippled children's commission, the director of the division of maternal and child 
health of the state department of health, the director of child welfare services of the 
state department of social welfare, the coordinator of children's services of the 
division of institutional management of the state department of social welfare, the 
director of the state division of vocational rehabilitation of the state department of 
social welfare, the superintendent of the state school for the deaf, the principal of the 
state school for the vrsurilly.handicapped, a representative of the Kansas University 
rehabilitation unit of the medical center, a represeniauve ofthc Kansas Association 
for Mental Health, a representative of the Kansas Cerebral Palsy Association, a 
representative of the Kansas Association for Retarded Children arid a representative 
of the Kansas Council for Children and Youth. By November 30 of each year, the 
' council wilLsubmit a writtenTcport of its activities, studies and proposals to the < 
^ ' governor. Copies of the reports will also be given to all agencies and organize* (.;n; 
I having membership on the council and the proper committees of the legislature. ^ 
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A sta'tc advisory commission for special education will be formed consisting of 
two members elected from each of ^the regional advisory councils, aj'least one of 
whom, will be a parent or guardian of a, child receiving special education. The 
commissioners of the departments of mentalhealth, public health, and public wel- 
faa\ will each appoint a representative to serve as an e:*«officio member of the 
. commission. Members will be reimbursed only for necessary expenses incurred in the 
performance of their duties* Thccommission shall submit an annual report to the 
department evaluating the quality and adequacy of special education programs and 
recommending any improvement. The department will miplement the recommenda- i 
tions of the commission or will state in a written. reply why the recommendations 
cannot or should not be implemented. In these circumstances, the bureau responsible 
for hearing complaints and conducting investigations in- the division of special 
education will attemptso resolve the disagreement informally: however, if a s'ettle* 
ment cannot be reached the state board will conduct public hearings to investigate 
the basis of the disagreement and resolve any dispute between the commission and 
the department.— Massachusetts- 

The commissioner shall appoint biannually an advisory council with the ap- 
proval of the state board which will consist of between seven and 15 members 
representative of professional and lay interests, the advisory council shall advise in 
the promulgation of niles, regulations, .and the implementation of this chapter and 
the establishment of standards and qualifications for the professional personnel. The * 
council shall serva without remuneration.— New Jersey 

Presently, a few state advisory councils liijnit their scope of responsibility to specific 
handicaps. However, Oregon has a state ad\ isory council for emotionally handicapped chil- 
dren to review all aspects of comprehensive program planning for these children. Texas has 
utilized two councils, one for children with learning disabilities and one. for language- 
handicapped children. It also has established a state^Commission on the Deaf. 

With the dearth of current comprehensive services for the HIMR population, advisory 
committees should assume greater leadership in promoting quality services fur this neglected 
population. / \ 

/ ' 

National Information Center ^ 

The promotion of public ui]derstanding and acceptance of the HIMR population requires 
the services of an information center. This center could disseminate information on the dual 
handicap of hearing impairment and mental retardation. Specifically , it w ould be responsible 
for informing both the lay public and professionals about (1) current resources available to the 
HIMR population, (2) literature on the dual handicap (for example. Who are the HIMR?. Hon 
many people have this dual disability?, and W'/ia/ is the effect of dual disability? and U'/ia/ are 
their needs?). In addition, this center could be helpful to programs in institutions for the 
mentally retarded, residential schools for the deaf, regional centers, and public or private 
educational systems. 

To insure reaching the widest audience, the following variety of media can be utilized: 

• Public television and radio programs 

—To sensitize the public to the nature of the dual handicap 

— To provide public service announcements ab'out service availability 

• Speaking engagements 

—To inform civic, religious, professional, and student groups about the nature of the 

dual handicap 
— ^To encourage volunteer \york or charity projects 

• Brophures and ng^sletters ' ^ 
—To promqlj^vplunteerwork and charitable contributions 

— ^To encoiirage family (foster) care 

— To alert the public to the nature of the dual disability and^services available 

A public education and information center can receive broad input from the professional 
organizations and programs that are concerned with hearing impairment and mental retar 
dation. Such a center will not only make the public more cognizant of the nature and needs of 
persons with the duaLhandicap, but it can help assist in the removal of social barriers and 
encourage acceptance of disabled persons by employers and the community. 

The National Education Information Center for the Handicapped is, most likely, the 
proper center to develop information on the dual handicap of hearing loss in combination 
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\v;tli mentaj retardation. Such i'nformalion could also be disseminated under the auspices of 
the Educational Resources Information Center (ERIC),'^ the Clearinghouse for Exceptional 
Children Information Center, or a professional organization funded for this purpose. 

Volunteer Actiop Groups ; 

Volunteer service programs can provide support to paid staff in mcv^ting the respon- 
sibilities for quality care. They may offer a broad range of services that include but are not 
limited to: 

• Teacher or classroom.assistance (that is, supervised help with behavior modification, 
programmed instruction, and other activities); 

' • Assistance with physical and occupational therapy; 

• Assistance with music, arts and crafts, and storytelling activities; 

• Transportation and escort assistance; 

.^f Participation in recreation and leisure time activities including visits, vacations, and 
trips (that is, weekly bowling, swim programs, and trips to the circus, zoo, restaurants, 
and so on). 

In addition, indirect services.may include clerical and lab assistance, gift shop and canteen 
operations, and' public relations and community education. 

A coordinator of volunteer services should be appointed and given responsibilities for the 
following activities, recruitment of volunteers, training and supervision of volunteers; 
placement of volunteers in positions helpful to the program and personnel and most meaning 
ful to the volunteer, maintenance of complefeschedules and accurate records including hours 
and types of volunteer service, administering an operational budget for volunteers; and , 
publicly recognizing volunteers through provisions established to acknowledge their as- 
sistance. 

Volunteer services aid in (1) ameliorating the quality of services and programs and (2) 
crpatmg positive relationships between the facility and the surrounding community. Promo- 
tion of community understanding of specific disabilities is carried out through encourage- 
ment of local youth and senior citizens to volunteer their services. Two such examples are. 

• Junior and senior high school students volunteering service as part of their educational 
program or organizational' group activities and 

• Senior citizens forming *'loster grandparent"'^ programs, which involve the assigning 
of one senior citizen to approximately one to four handicapped persons. These pro- , 
grams are^designed to enrich the ibcial en.vironjnent of institutionalized children and 
adults. Such basic human needs for attention, guidance, love, and understanding are 
promoted through meaningful activities with individuals on a one-to-one basis (senior 
citizens and the handicapped). Senior citizens become an integral part of many 
facilities in addition to establishing feelings of self-worth. Depending on the individual 
facility and its budget, provisions can be made for minimal reimbursement for time and 
expenses (foi* example, transpQftatioh and meals), 

Volunteersshould be given special in-service training related, to specific population needs 
and must be presented with program goals and standards. Some of the standards applicable 
to volunteer services include the following, (1) volunteer participation shall comply with state 
laws, such as those relating to labor, insurance, and health examinations; (2) volunteer 
participation shall be open to persons of both sexeS,^nd of all ages, races, creeds, and national 
origins, and (3) volunteer services shall be available to all residents, regardless of age, ability, 
or handicaps. \ 



' ■ \ ■ 
. \ 

'•U.S. Dcpartmeni of Healih, Educaiion, and Welfare, Office of Education, -Washington, D.C. 20202. 

•'The "fosicr grandparent" program was developed in 1965 b> HEW s Ad mi nisi ration on A^ing and funded by 
GEO. The funding and administration was transferred to HEVi in an amendment lu the Oldet Americans Act in 1969. 




Chapter 6: A Continuum o1f Services 



A comprehensive service program for children and adults with hearing impairment and 
mental retardation should be designed to account for tl^e infinite divcrsit> of individual 
needs and abilities in this popuiation. 

Figure 1 presents conceptually the continuum of services and program models that 
should be implemented for these dually handicapped persons. 



FIGURE 1. T.he Continuum of Services for Children and Adults with Hearing impairment and 
Mental Retardation 



' CONTINUUM COMPONENTS 


(Population 
S«rv«d 


J Persons with severe hearing Impairment Persons with 
mental retardation (HIMR) moderate HIMR 


Persons with mild HIMR. 



Program 
Goals 



1 . Provide prevention programs - 

2. Provide direct intensive Individ- 
ualized and group lifetime sor» 
vices when necessary to effect 
maximum development 

3. Provide Information and assist* 
ance to alt program partici* 
pants 



Provide necessary sequenced 
support activities to help 
develop appropriate behaviors 
in social, educational, and 
vocational contexts 



1. 



Services 
Provided* 



1. Identification 

2. Comprehensive interdisciplinary - 
assessment (diagnostic evalua* 
tion) 

3. Referral (for additional ser* 

vices) 

4. Parent or guardian counseling — 
and instruction 

5. Client counseling and placomerit 

6. Staff counseling and in*service^ - 
orientation/instruction 

7. Direct management (medical, 
educational, vocational, social, . 
recreational) 

'8. Program evaluation 

9. Individual reassessment 



Direct or Indirect Management 



10. Dismissal and follow-up 

11. Research — : 



Consultation (for individual 
client or groups) 



12. Record and data maintenance 



1 Diagnostic center placement 
2. Special-class educational 
placement 



Special-class educational 
placement or resource 
room placement 



3. Vocational placement 



Regular educational 
placement with supportive 
services or resource room 
serviced 



Program 
Types and -( 
Alternatives' 



a. Prevocational services 



b. Work-study program (emphasis , ^ 

, on individual work skills and attitudes). ^. 

c. Sheltered workshops 

d- Activity centers * - * ^ \ 
e. Community employment 7i 

4. Homo or hospital services 

5. Parent/infant Instruction 

6. Community and residential placement 

7. Organized recreation ■ 



^8. Special living arrangements 



Participants J Parents, teachers, administrators, aides, rehabilitation counselors, psychologists, physicians, psychia- 
(most ^ irists. social workers, nurses, occupational therapists, physical therapists, dentists, audiologists, speech 
common) 1 pathologists, recreational specialists, employers 



'Transportation purchased services may bo required to facilitate provision of a service continuum. 



i. 

A Continuumof Services 



: PREVENTION SERVICES 

Prevention is the process of arranging forces in the society to mitigate or eliminate 
those factors in life of which mental retardation or other developmental disabilities 
nay be, a consequence. (Joint Commission on Accreditation of Hospitals, 1973) 



Multiple etiologies of mental retardation and hearing impairment command the estab- 
lishment uf broad ranged prevention programs designed to reduce the incidence of these 
handicaps. Environmental, biomedical, and special services such as genetic screening, 
anal>sis, and counseling all pla> a principal role in satibf>ing prevention needs. Currcntl>, it is 
lechnulogicall> possible to reduce the incidence of mental retardation and hearing impair- 
ment through unguing prevention programs and maintenance ufhigh-riskrcgistries. Genetic 
counseling, now available in man> major universit> medical centers, is a.primc exampleof a 
prevention lactic. Prospective parents can be screened for genetic defects before conception 
and subsequently counselc;d on the risks involved. This along wifh other prevention 
techniquesjcould rediice the incidence of developmental disabilities and, perhaps, reduce the 
growing need for several specialized services.*"* • 



The special services of prevention programs include but are riot limited, to: 

• Genetic screening and counseling of parents from Jjigh-risk populations, 

• PrenataLhe^ltl;! care for prospective high-risk mothers (for example, maternity and 
infant care projects) including the following biomedical preventive activities: 

— Immunization programs (for example, for rubella); 

—Screening programs for detection of infectioTis and endocrine and metabolic dis- 
orders: and V 
— Comprehensive prenatal, natal, and neonatal care; and \ 

• Programs that include* ! 
— Nutrition education; ■ ( _ 
— Detection of blood group incompalabililies and placenta abnormalities; 
—Precautions to i^educe complications as caused by radiation, medication, and drug 

abuse; 

— Early identification of developmentally disabled infants; 

— Accident prevention; ] 

— Instruction on daily safety practices; and 

— Disscrpination of information delineating preventive measures. 

Tu facilitate the implementation uf prevention programs, the Community Mental Health 
Centers Construct |on Act of 1963 (PL 88-164) was amended in 1965, 1968, and 1970 to 
authorize federal grants to establish piogra .is stressing prevention, earl> identification, and 
intervention for mc^ntal health disorders (see Figure 2). 

The Health Services arid Mental Health Administration administers majoi prevention 
progiams. Foi more detailed information, these agencies .should be contacted at theii lespec- 
tive addresses in Washington, D.C. (see Appendix C). 

''for more ilclailcil informalion regarding components of prevention pix>grams contact >our kKal.peiliatfie 
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" FIGURE 2. Flow. Chart: Identification, Assessment, and Direction 
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M«dlci.t S«rvtcts' 






Assessment, Diagnosis, Treatment 
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Foltow-UpAudlologtc S«rvlctt 
tnctuding; 

,1. Hearing Aid Evaluations . 
2. Aural Rehabilitation 
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iyian«g«m«nt S«rvlctt Including: 

1. Educational and Psychological 
(Re)Assessment 

2. Special Education 

3. Vocational Education/ahd 
. Vocational Rehabilitation 

4. Health and Social Services 



* Single-source scrvicr centers can eith^T provide these management services or contract for such services with 
those outside agencies^through which they coordinate lifelong planning. / > • * 

■ ' ■ ' ^ -r* ■ 

In addjtion, community mental health centers have been establisl^ing some major pro- . 
grams as alternatives to state institutions for the mentally ill and mentally retarded so that 
many clients can be cared for on either an outpatient or short-term intensive (up to 30 days'^ 
inpatient basis. They also function as a referral center for local schools or regional community 
programs when .continuing therapeutic or educational intervention is| indicated. . „ 

^Community mental'health centers must assume a major role in the comprehensive 
continuum "Df ^rvicesJfor the HIMR. In this role jt will be necessary for these centers Jo 
perform^ counseling and initial diagnostic evaluations (psychological, speech, and hearing 
evaluations, and so on). However, the primary responsibility for diagitosis and evaluation will 
^'still rest with primary care centers. Day treatment, short-term hospitalization, crises inter- 
, vcntion, and individual and group counseling and tberapy tend to be the major concerns of 
[ mental health centers. Family therapy and intense psychological workups can also be in- 
cluded. In addition, vocational rehabilitation and work evaluation programs may be a major 
component of a ^mental health program.*^ However, presently not all programs include this 
serv'ce. ! ^ * ' . 

» The Mental JRetardation Facilities and Comntunity Mental Health Centers Construction^ 
Act of 1963 (PL 88-164) autjhorized federal grants for the construction of communityjb^sed 
facilities to assist in the deliv ery of comprehensive mental health services (American Hospital 
Association, 1973). 

These locally based publicly and privately funded services now existin all 50 states and 
Puerto Rico. More specifically, approximately five such programs exist solely for tb'C hearing- 
impaired population. Rtisthaven Community Mental Health Center, Los Angeles, fcalifornia, 
is one of these programs that. maintains a staff primarily composed of clinicall^j^ricntcd 
personnel including interpreters for the deaf. Tli\*ir program serves an age span ranging from 
six year olds through geriatric patients. 

Current trends empl^asizing accountability and deinstitutionalization with special stress 
on "normalizatior)" have created a strong movement toward the establishment of commu- 
nity-based service programs and have added io the role and responsibilities of mental health 
centdrs. 

• EAF^Y IDENTIFICATION 

' ' ' - 

, Early identification of infants diagnosed as havihg both auditoVy impairment and any 
degree of mental retardation will facilitate early intervention in habilitati^ programs. 
Auditory screening.^Rapen, Ruben, and LiUle, 1^7QV* and a high-risk registry can be used for 
detecting and tracking such disabilities in neonates and infants. In the event that.a child is 
diagnosed as mentally retarded, definitive hearjng tests should be given. ^Studies have estab- 
lished a hig*h^r incidence of he/iring impairmjent amohg retarded persons than among the 
nonretarded population (Lloyd, 1970; Rittrbanic, 1959). Without ^ accurate audiologic 

•1- ' -^.^ 

'*G.Kimbcrlin,Rc&t!iavcn Community Mental Health Center, Los Angeles, Califori^ia, personal communication 
(1973). ^ ' 

♦*This seems to be a successful method for evaluating degree of auditory impairment among MR infants. 
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assessYncnl and proper tre...tment of hearing loss in mcijtally retarded persons, habilitation 
programming becomes ineffectual and unproductive. Comprehensive audiologic services are 
essential and should be "available to all persons in need in order to maximize their communi- 
cation skills as well as provide for the evaluation, counseling, treatment, and rehabilitation of 
those persons wjth speech, hearing and'or language handicaps" (Joint Commission on Ac- 
creditation of Hospitals, 197 1). This service shoi^ld consist of the following compbnents.''^ 

» * 
REFERRAL— Referrals ibr he'aring screening should be made when behavioral changes 
♦occur among children and when they do not respond apjJTopriately to auditory 
stimuli. 

ALDIOMETRIC SCREENING— All individuals entering a program for the mentall^^ retarded 
should be audiometrically screened firior to the development and implementa- 
tion of an individual program plan. In addition, periodic rescreening musj be 
. * conducted. Routine rescreening can become less frequent with dider popula- 
tions. Screening audiometry can be performed by an audiologist, a speech 
pathologist, or trained supportive personnel under the supervision of the au- 
diologist. , ' ^ ' ^ ' 

AUDIOMETRICASSE-^SMENT— Onthe basis of screening results, individuals may be referrcxl 
for a comprehensive audiologic assessment. This may involve a variety of proce- 
\lures to assess central and peripheral auditory functioning. Due 'to the wide- 
spread use of unstandardized symbol sysfems in audiometric assessment, tfie 
American Speech and Hearing Association's Committee ^n Audiometric Evalua- 
tion developed a set of "Guidelines for Audiometric Symbols" {Asha, May f974, 
pp. 260'264). Standardization of audiometric symbols should decrease the pos- 
sibility of misinterpretation of data when records are exchanged among various 
agencies, and in turn facilitate appropriate placement of the HIMR person.** 
Accurate interpretation of the audiologic assessment also can facilitate the "plan 
of action" for subsequent habilitative programming. 

OTOLOGIC EXAMINATION/HABILITATION— Prior to audiologic habilitation, all heari^ng- 
impaired pers6ns should have an otologic examination to determine if (I) the 
impairment can be ameliorated through medical habilitation; (2) there are 
specific rtiedical contraindications to the use of amplification^ and (3) there are 
' other medical implications that the audiologist should consider in audiologic 
habilitation programming. 

"For ffiqrti detailed information, consult Llo>d and Cox (1972) in its entirety. 

'•Fur dctpilcd information on siandard audiometric symbols for graphically rccordmg the results of pure- tone 
audiometry^ consult the guidelines in their entirety. 
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AUDIOLOGIC HABILITATION— This aspect of audiologic programming is cpncerned with a 
broad range.of activities regarding the.HIMR population and acco'mmodates 
both direct and indirect communication needs. Areas covered in a comprchcn- 
sive audiologic habilitation plan to meet the specific needs of individuals could 
include auditory trainings speech and language development, speech- or lipread- 
ing, hearing aid evaluations, and counseling.*^ 

" ' ft 

These five areas of service are central to' adequate audiolog^ic programming; In addition, 
behavioral audiometry serves as the major clinical tool for audiologic assessment of retarded 
individuals. In this regard, auditory acuity is tested by observing an infant's conditioned 
response to sounds. jPlay audiometry commonly used with infants is a common technique used 
in this type of t^^stmg. The application of behavior modification principles in behavioral 
audiometry has.Keen quite successful with severely and profoundly regarded individually 
(Lloyd and Moore,M972, pp. 143-144). * • , 

Sensory and cognitive deficits among mentally retarded persons can create problems in 
audiological dssess^ent. In the absence of sophisticated audiometric procedures, m^ny chilr 
dren can be misdiagposed and subsequently receive inappropriate placement. Sophisticated 
audiologic methods, do e.xist, and such errors Can be avoided when adequate audiologic 
services are available. Qualified audiologists should be employed to offer comprehensive 
services to the mentally retarded popjjlation. ln additiort. appropriate facilities and equip- 
ment are prerequisites for all audiologic procedures. * ' 

Early detection of hearing loss in an infant will permit a more encouraging prognosis for 
future language and yerbal ability. Moreover, a hearing aid can be fitted immediately permit- 
ting an infant to make the most of his or her residual hearing. In contrast, a delayed diagnosis 
of a hearing loss could cause sensory deprivation dnd retardation in language.and speech skilh. 

Early identification can also assist in decreasing the amount of emotional stress experi- 
enced by the family of a developlnentally disabled cKild. Through immediate counseling and 
education, parents can acquire skills needed in the management of their child, can gain^ 
realistic e^cpectations of their child's abilities and future role in society, andhopefully avoid, 
extensive deterioration of the entire family unit. , ^ ' 

Diagnostic Assessment Services ' ^ 



Diagnostic assessments for HIMR persons should include*, but are not limited to the 
educationalj medical, psychological, and the sociaraSK^ccts of the individual that 
identify the presence of hearing impairment and mental retardation as well as other 
related conditions. Diagnostic assessments should examine the causes, complica- 
tions and consequences of the combined^problems artd enable the development of 
prescriptive remediation through an individualized program plan, (Grossman, 1973, 
p. 132) 



A comprehensive, interdisciplinary diagnostic assessment serves as the basic criterion for 
the development of an effective individual program plan. Through interdisciplinary investi- 
gation, a team of specialists can admini3ter and interpret appropriate clinical examinations 
leading to the goal of providing fijil services. A systematic appraisal with mandatory periodic 
reassessments should serve as a basis for determining the kind of programming needed for 
each person. A complete diagnostic assessment would include: 
Medical Assessment" 

r-histories: medical, developmental, and family 

—examination: general physical, neurologic, ophthalmologic, and otologic 
— laboratory: serologic, urinalysis, hematologic, and others when indicated 
Comrpunication Assessment*' 

— language and speech evaluation: expressive and receptive skills 
— aifdiometric evaluation 



'♦Clinical services for mentally retarded children operate in all but three states and include diagnosis, evaluation 
of A child's apacity for growth, the development of a treatment and management plan, interpretation of findings, 
counseling of parents, and follow-up care (Office of Mental Retardation Coordination, 1972, p. 20). 

• / ' 34 



4.1. 



A Continuum of Services 



\ 



Educational/Psychological Assessment 

- iiui|niti \ Cdc\ clupment. intclloLtUtil fuiKtiun (the asscs.smcnt uf pi csent per form ante and 
\ capabilities) 

A-seiisory-niotor skill development 
'-^retleaVlemic/aeadJniic achievement 

Sdcial^\ss^^ssment ^ 

— soeitjj. histoiA. family and home en\ironment, and cultnral/ethnic background 
.—parent/guardian skills with elient 

Adaptive Behavioral Assessment: Level of Functioning 
a profile uf combined assessment results considciing client's intcgiatcd funLtionabilit} 
and adaptive skills 




ERIC 



The interdisciplinar} team of specialists that represents a broad spectVum of professions, 
disciplines, and ser\ices must be cognizant of both the hiolugical fwiUumuig and bcfiux loral 
needs of each person. 

Comprehensive assessment programs should also include provisions for: 

1. EARLY IDENTIHCATION PROCEDURES 

Three procedures generally are used for the initial identification of handicapped 
persons — census, screening, and referral. These piocedures are required to locate persons 
in need of eomprehensive assessment or other special services. 

a. Supported by the state and taken annually in each community. An appro- 
priately conducted census may assist in the early identification of persons with handi- 
eapping conditions. ' 

b. Screenitig. For vision, hearing, oi other physical handicaps to be conducted on a regular 
basis in each community bv teams^of.specialists and superv ised pai aprofessionals.This 
procedure can pla> a principal role in the early detection ofinfants and others with signs 
of hearing impairment, mental retardation, or both. However, screening resuhs inde* 
pendent of comprehensive assessment must not be used as the basis foi selecting needed 
services for persons thought to be hearing impai^*ed and mentally retardt^^^ 
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c. Referrals. From parents, guardians, teachers, and other personnel are beneficial in early 
identification. However, information and procedures must be available in each com- 
munity to permit proper referrals to be made ?]ind acted on without undue delay.' 

2. DIRECTIONAL AND PLACEMENT SERVICES 

The assessment of individual needs should include the subsequent identification of 
available resources toaLLommodate intervention needs and the establishment uf a lucusuf 
responsibility to ensure service pro\ision (with the family involved in all programming 
decisions and placement). . , >• 

Recent legislation and litigation ha\erequirejcl an upgrading of assessment pruLedures 
for handicapped persons. A broader range of reliable and valid data must be used for 
decisions concerning service denial or service' placement. Thus, state regulations should 
specify the following (State-Federal Information Clearinghouse for Exceptional Children, 
1973)^ 

a. The personnel involved. in assessment, ^ 

b. The development of criteria to be utilized in making placement decisions, 

c. The placement process, and 

d. Placement review procedures (due process).^'' 

Synthesis, interpretation, and utilization of overall assessment results should be 
presented to the appropriate personnel charged with case management responsibilities 
and used by them for appropriate program direction. Directional services include an 
individual program plan based on: 

a. The nature and extent of the developmental disorder (including symptomatology and 
etiologies), 

b. Specialized treatment needed for cognitive and sensory deficits, and 

c. Assessment of the overall needs unique to each HIMR person (emotional, educational, 
and motor). 



3. REASSESSMENTS 

Mandatory periodic reassessments of each HIMR person should be provided, espe- 

^"Almust 60% of ihc siaic^ Itavc pLucment committees th«it «isslst m dctcrminmg the placement uf each child 
(Slaie«Fct!eral Information Clearinghouse for Exceptional Children, 1973). 
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ciall> at significant maturational, educational, or vocational stages, to ensure appropriate 
programming.^* 

The efficacy of. diagnostic assessment services depends largely on several significant 
variables that ofien have been neglected: 

• Behavioral descriptions of the persons* deficiencies, skills, and needs; 

• Emphasis on individual needs in determining program type and staff, ho/ administra 
tive convenience; and 

• Continual interdisciplinary assessments to monitor cognitive and sensory perform- 
ance. 

This section presents only an' overview of the comprehensive diagnostic assessment 
services required .to ensure effective programming fur HIMR persons. Appropriate behavioral, 
medical, social, communicative, educational, or psychological assessments coul.d not be 
discussed in adequate.detail as they apply to this special population. However, the in-depth 
procedures that should be used by qualified and experienced personnel do appear in the 
literature (sea Appendix D). . . . 

INSTRUCTIONAL AND HABIUTATION SERVICES 



In these days/it is doubtful that any child may reasonably be expected to succeed in 
life if he is denied the opportunity of an education. Such an opportunity, where the 
state has undertaken to provide it, is.a right which must be made available to all on 
equal terms. (U.S. Supreme Court case: Brown i'. Board of Education, 347 U.S. 438 
fl954]) " ^ ' ' ^ 



Educational programs fur years have been charged w ith the responsibility uf preparing 
the entire populatiun for a useful and. meaningful life in society .,Therefure, these prugrams 
must be bu.th broad in curriculum and flexible in design in urder tu provide an efficient apd 




effective learning environment. Furthermure, educatiunal cliches call fui uppurtunitics tu be 
pruvided fur each individual tu discuver and gruw at his ur her uwn pace. Huwevcr, until 
recently man\ children with />evere healing impairment and mental retaidatiun have been 
rejected at will by public school districts. 

''Reassessment is prcsenlh matidator> m 30%uf the states. Efforts tixusx be made tu. increase tins icqmicment 
(Slate- Federal Information Cloiiringlmuse for Exceptional Children • 1973). 



The Hearing-impaired Mentally Retarded: 
Recommendations (or Action 



ERIC 



The current wave of popularity for such terms as accountability, performance contract- 
ing, and competency-based assessment and evaluation techniques has increased the realiza- 
tion that education must accommodate the needs of a broader range of children. The.HIMR 
population must be included in this quest for quality instruction, regardlessof their degree of 
disability. Data compiled in 1970 revealed that only 33% of school-age HIMR children 
identified were provided for in a public education or training program (extrapolated from 
Weinlraubetal., 1971, p. 87). Furthermore, state and local administrators interviewed during 
this project reported that many of these children presently enrolled in special education 
programs are receiving inappropriate inst;*uction. More detailed data regarding exis ^ng or 
needed instructional services for the HIMR population will not become apparent until defini- 
tive measures for developing and implementing appropriate services are finally mobilized. 
However, in conceptualizing the general frameworjk of comprehensive insti-uctional services 
for this dual-handicapped population, three principal goals become apparent: 

• All instructional programs must strive to unlock the potentials of each HIMR person 
and permit self-actualization to whatever degree his or her condition will allow. 

• Fundamental instructional techniques and objectives relevant to the dual handicap of 
hearing impairment and mental retardation must be formulated and then adapted to 
meet individual needs. 

• All ed;'.cational programs should strive to develop maximum independence for each 
HIMR person; instruction within an open social setting (a communitylike atmosphere 
with major emphasi§ on community involvement, for example, sheltered workshops) 
rather than a closed and limiting environment is advisable. 

A general continuum of instructional services is presented. However, specific instruc- 
tional objectives or curricular material are not discussed in this document since too few 
comprehensive programs exist, and curriculum guides outlining a full complement of learn- 
ing activities especially designed for this dually handicapped population are virtually 
nonexistent. Of 60 programs contacted during the project, three offered curriculum guides 
and all other respondents requested information on appropriate curriculum design. 

Population Eligibility and Placement 

All persons with any degree of hearing impairment in combination with mental retarda- 
tion should be eligible for training and educational programming. Procedures for admission 
should include the following: 

• Medical examination, 

• Audiologic examination, 

• Communication skill assessment, 

• Educational and psychological assessment with emphasis on ascertaining functional 
levels and adaptability, 

• History and information offered by the family, and 

• A period of behavioral observation. 

Although admission criteria may vary with lof?al program operating policy, diagnostic 
and pla'^emcnt decisions should be made by an interdisciplinary team of professionals who 
understand severe hearing loss and mental retardation. 

Placement decisions should be based on clinical observation, pertinent test data, and 
utilization of all available sources of information regarding the ptismj's daily behavior. In 
addition, placement teams should maintain evaluations of current available resources and 
should be prepared to conduct a periodic review of placement alternatives. 

Flexibility in admission criteria is recommended and special regar d should be given to 
adaptive behavior (rather than 10) or level'of audiometric functioning as the primary consid- 
eration for- placement. 

Instructional grouping should be based on functional achievement levels, chronological 
age, social maturity, method of communication, type of instruction required, and mobility of 
the individual. 

Program Structure and Objective** 

Although no generalized solutions to total programming for the HIMR person can be 
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formulated at the present time, two principal components are mandatory in laying Nlhe 
groundwork for all effective instructional services: 

\^ 

A. A description of behavioral and educational objectives consistent with a program' 
philosophy and goal should be well defined and should include long-range as we^l as 
weekly plans. ^ 

B. A curriculum design that .delineates specific behavioral criteria-to be met should be 
^ developed. The level of achievement should be recorded daily as an evaluative process for 

each HIMK person. The ^inclusion of such case management or performance-based 
techniques will assist programs in developing more definitive evaluative measures, im- 
proving instruction, and achieving accountability. 

Using these two components as general guidelines for an instructional program, seveial 
principal instructional objectives can be delineated: 

A Begin the learning program at birth and establish appropriate and effective teacher-pupil 
ratios. The following ratios, are offered only as a rule of thumb. For example, with 
pr^»school-age children (ages one to three) a maximum ratio of one teacher to two pupils is 
advisable; with children ages three to six, a maximum ratio of 1/4; ages six to 12 a 
maximum ratio of 1/6; and above age 12,q maximum ratio of 1/8. No consensus for these 
ratios presently exists. They were derived after visiting several programs and discussing 
proper staff-to-pupi! ratios with teachers and administrators. 

B Providp sy^stematic learning and behavioral objectives based on a thorough diagnostic 
assessment and period of observation to identify appropriate teaching strategies. 

C Stress the Basic developmental areas commensurate with the maximum capabilities of 
each HIMR person. Specifically, highest priority should be given to self-care activities and 
to the acquisition of proficiency in communication skills. Development of these skills 
should be related to the capabilities of each HIMR person with selection of the most 
appropriate method of communication. With the HIMR population, those who have severe 
learning problems moit frequently use a combination of oral and manual communication 
(commonly called total communication) simultaneously. Variations of the McGinnis 
method were aIso observed in some programs. , 

D. Promote learning through a variety of direct (learn by doing) experiences, 

E Provide parental tfbunseling followed by instnaction to encourage the use of appropriate 
home instructional methods to facilitate transfer and reinforcement of learning experi- 
ences. ' ^ . N ' ^ 

F Use a behavior-oriented prescriptive approach through intensive individualized instruc- 
tion including both human resources and technological systems such as programmed 
instruction when possible. 

G Use positive reinforcement and structured behavior, modification. (The fundamental as- 
sumption underlying a behavioral approach is th^t behavior is acquired, maintained, or 
eliminated by events or contingencies in the environment.) 

H. Coordinate learning experiences to promote their carry-over to activities both in living 
units and the community. 

I. Use a multisensory approacli. Concurrent use of all sensory modalities is essential when 
critical deficits in auditory input and cognitive development exist. 

J Provide activ ities that encourage the development of independence and safety habits. The 
spectrum for this objective would include: 

L Complete economic, social, and mental health assimilation into open society; 

2. Self-sufficiency in an open society in coordination with case service assistance, and 

3. Occupational, social, and mental health adjustment within a closed society (for exam- 
ple, within the confines of an institution). » » ' 

K. Develop occupational Skills fdr job placement. 

L.' Provide activities concerned with health, music, art, and daily .recreation that develop 
skills for life-long participation. ^ ^ 

In summary, all instructional programs for the HIMR have principal goals to develop 
functional communication systems and occupational and recreational skills commensurate with 
the potential of each-person. 
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In organizing the program framework-' so that perfoi mante-based techniques can be 
used and accountability augmented, the following formates essential: 

A. Develop an individual behavipr profile for each HIMR person, x 

B. Determine initial instructional and service objectives. 

C. Delineate a plan of specific procedures and teaching strategies including a formal .svstcm 
for daily evaluation of behavioral changes. 

D. Implemtvit. the individual program plan with a set of daily behavioral criteria. 

E. Evaluate the outcome of the program plan by checking the percentage of criteria met. 

F. Detei mine whether the indi\idual should continue with the program plan or whethei the 
content or criteria should be revised. 




Developmental Needs 

Individual iristructional plans are effective onl\ if lhe> are based on the developmental 
needs of each HIMR person. For this developmental potential to be reali/.ed full>, attention 
must be given to needs in each of the following areas: . 

• Independent functioning or self-help skills, 

• Sensorimotor development, . * '\ 

• Communication development, 

• Cognitive development, and 

• Social development. 

Effective educational programs function as learning laboratories and create an envi- 
ronment that stimulates and facilitates learning. Instructional services foi HIMR peusons 
operate on the basis of several fundamental and essential assumptions; 



"For additional information, consult Jones, S. A., and Mcalcy, VV,C,. Program Planum^;, Dcxdoinmut, SUxm^i'- 
mcnt, and Evaluation (POME), Washington, D,C» American Spcccli and Hearing Association (1972). 
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• Instruction must begin as early in life as possible and education shall be a continual 
dynamic process throughout the entire life span of an HIMR person, thcxontinuum of 
services will thus include early childhood programs and continue through to include 
continuing educational, vocational, and recreational activities in adulthood. 

• Learning should occur in a planned, sequential manner, 

• Each HIMR person, regardless of degree and nature of handicap, possesses great 
potential for continuing growth and development and specific opportunities for learn- 
ing and development must be provided for all HIMR persons regardless of age. 

Facilities / Equipment / Materials 

Appropriate environmental designs are difficult to discuss in this document. Facilities, 
furnishings, and equipment depend largely on age group served, specific service objectives, 
and degrees of disabilit^y involved. To fully accommodate the diversity of individual needs of 
the HIMR population, each serv ice center should obtain architectural consultation, as well as 
guidance from specific disciplines served. ^ 

In any event three major components of program facilities for the HIMR must include. (1) 
siiitable construction, design, and maintenance of the facility to afford efficient services, (2) 
flexibility in accommodating service activities, and (3) provisions for use of multimedia 
materials with specific emphasis on auditory and visual equipment. 

In addition, educational facilities should have: 

• Classrooms or learning modules that are acoustically treated with carpeting and 
nonechoing wall material to reduce the antcitipt of ambient noise, sufficient floor space, 
bathrooms, and lunch facilities, adequate lighting (including special flashing or warn- 
ing lights); and furnishings that provide for group as well as independent learning 
activities. ' . ^ . 

• An instructional media room, and staff work a?;cas for preparation of materials. 

• Adequate and appropriately designed consultative and treatment space for each disci- 
pline providing services, such as sound-treated rooms for audiologic services (for 
maximum noise levels, see recommendations in ANSI-1960, R-1971) and specially 
designed rooms for physical and occupational therapy, individual tutoring (for exam- 
ple, for itinerant work), independent study, speech and language pathology, individual 
counseling; and parent and guardian counseling, instruction^ and program observa- 
tion. Recreational areas are needed tc reinforce classroom skills. Suitable office areas 
for program administrators, supervisors, and secretarial staff ^are essential. Mobile or 
prefabricated units may be used on a temporary basis in lieu of facilities listed above 
when approved by the appropriate state agency. 

• Architecturally barrier-fr.ee environments to facilitate physical mobility or multi- 
handicapped pupils. 

Equipment used in programs for the HIMR should include audiometer(s) (for further 
information see ANSI-1969) with provisions for field audiometry and equipment capable of. 
performing at least the followmg diagnostic procedures, hearing screening, pure-tone air and 
bone coiiduction with contralateraKmasking, speech discrimination and speech reception 
audiometry, site-of-lesion batter>, nonorganic hearing loss battery" hearing aid e^valuations 
and consultation, and evoked response audiometry. 

.Adequate maintenance of all audiometric equipment (for example, at least quarterly 
electroacoustical calibration of audiometers) must be provided. In addition, amplification 
equipment such as hearing aids, portable auditory training units, and instructionat equip- 
ment should be available. Overhead projectors, unbreakable mirrors for speech and lipread- 
ing activities, record players, film projectors, tape recorders, Polaroid cameras, television sets 
for receiv ing programs in classrooms as well as for use with videotaping lessons, apparatus for 
independent study (for example, computers and self-teaching machines) language masters, 
and other audiovisual devices should also be included in the educational program. 

Materials including both durable items and expendable supplies (for example, paper, 
workbooks, psychological test forms, and so on) should be available at all times. Specific age 
levels served, degree of disability, and individual heeds require a great variation in the design 
and objectives of instructional media for the HIMR population. Many of the instructional 
dev ices developed for other populations are easily adaptable and can be used w ith the HIMR 
population. Regional resource centers and individual school media centers should be respon- 
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sible for suppl>ii^ nrograms \sith appropriate mateiials (fur example, enrichment games, 
^ developmental leaViilng materials, and so on) tliat will assist in the de\clopmentof academic, 
social, and motor skH)s. 

Program administrators and instructional staff ha\e expressed a need for profcssionall> 
developed teaching materials specifically applicable to the HIMR population. Presently, 
HIMR educational progiams lend to depend on mateiials and instructional devices made b> 
the teachers. Availability of materials appropriate to the needs of HIMR persons could 
eliminate some duplication of eff<urt involved in the design and production of media. 
Moreover, it could free staff to concentrate on the integration of appropriate media and 
materials into instructional plans and program methods* 

Learning ResourceiSystem. 

The Bureau of Education for the Handicapped (BEH) is avv are of the above needs and has 
invested time and effort in the organization of a new resource system that includes a National 
Center on Educational Media and Materials for the Handicapped (NCEMMH), Area Learning 
Resource Centers (ALRCs), 13 Regional Resource Centers (RRCs), andoneCoordinating Office 
for Regional Resource Centers (CORRC), In view of this, the ALRC/NCEMMH and RRC/ 
CORRC networks serve as the components of this new learning resource system." 

Area Learning Resource Centers (ALRCs) arc designed to prov ide diversified educational 
media and materials for developmentally disabled persons. Their principal concern is to 
improve educational programs for handicapped children by providing a readily available 
supply of appropriate instructional materials. This systematic, comprehensive media service 
replaces both the Special Education Instructional Materials Centers and Regional Media 
Centers for the Deaf (SEIMC/RMC Materials Network). The ALRCs are designed to work . 
closely with state and local education agencies and are responsible for: 

• Acquiring and developing materials specifically geared to the educational needs of the 
handicapped; 

• Distributing information to teachers and parents notify ing them of materials available 
at the resource center; ' 

• Training person^.who design, select, or use instructional materials to be competent in 
"mediated teaching"; and 

Providing materials to teachers or IcMrners through an efficient materials supply and 
retrieval system. 

The ALRCs have access to the National Center on Educational Media and Materials for the 
Hand icapped (NCEMMH), w hich serves as thcii national coordinating office. In addition, the 
ALRC programs arc serv ed by three specialized offices concerned with the v isually impaii ed, 
hearing impaired, and persons with other handicapping conditions. These offices are charged 
with; 

• Locating materials to fill specific needs, 

• Field testing newly developed materials for effect On desired educational objectjves, 
and 

• Planning for the development of new materials as they become identified through a 
national ncbds assessment concerned primarily .with the pressing unmet needs foi;, 
media and materials. 

A fourth specialized office serves as a depository for the ALRC/NCEMMH network. Those 
materials tested and accepted by an ALRC program are entered into this depository and then 
loaned out to teachers, parents, and learners through the regional centers. 

The NCEMMH, located at.the Ohio State University?** became operational in June 1972 
under Public Law 91-61 and is charged with three major tasks: 

• To improve the educational status of handicapped children by developing, delivering, 
and evaluating quality instructional materials/media; . 

'*Thc Bureau of Education for the Handkapped(BEH), Regional OfnteBuild»ng3, Room 201 9.7th and D Streets. 
S-W . Washington. D.C. 20202 » in the Drpartnient of Health, Education, and Welfare, can be coniaded for a h&l of 
existing media Centers and seiTices throughout the United States. 

'^NCEMMH, 220 W. I2ih Avcnue,'columbus, Ohio 43210. 
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• To provide national leadership and coordination for special education regional and 
media centers; and 

• To support and coordinate research and other projects concerned with educational 
technology for the handicapped, ' * 

Currently, the National Center is developing ar.d* operating a nationwide information 
storage. retrieval system that will serve as a national. clearinghouse for special education 
materials. It also has initiated a. national needs assessment of instructional materials to 
remain in touch with needs in^the field and to develop new instructional tools. 

Regional Resource Centers (RRCs) and one Coordinating Office for Regional Resource 
Centers (CORRC) comprise an added component to the learning resoui*ce system. Referred to 
as the RRC/CORRC network, these centers were established to promote program planning, 
development, and management. The 13. RRCs provide demonstration models of systematic 
compreheniive appraisal techniques for handicapped children. The educational diagnostic 
and prescriptive process, which serves as the backbone of the entire educational program- 
ming system, includes referral and screening as well as individual assessment, development of 
individual program plans, placement, and follow-up care. The RRCs, which will remain in 
contact vv ith the ALRCs and other RRCs, are coordinated b> the CORRC. This national office is 
responsible for developing and coordinating procedures for sharing resources through joint 
planning and managemer^t. The CORRC is also conducting needs appraisals of and training 
for professionals involved in educational assessment and prescription. 

It is intended that this new organizational scheme serve as a catalyst in,fost(^ring im- 
jjroved educational opportunities for all handicapped* persons. 

Program Types, 

A continuum of program models is, required to meet the varying educational needs of 
persons with different degrees of hearing ifnpairment and mental retardation. The> include. 

• Diagnostic center placenrient \^ 

• Full-time special classrooms (with opportunities for integration into regular class- 
rooms vvhcn-the situation permits this transition) 

Resource room instruction 

• Regular classrooms with supportive services 

a. Itinerant services ^» 

b. Single building services 

• Home/hospital services' 

• Parent/infant instructional services 

• Residential placement (for example, schools, extended .care facilities, and so on) 
Two major objectives should be considered in implementing the range of program types. 

the provision of flexible programming, and emphasis on "mainstreaming" or greater Integra 
tion of handicapped persons into regular educational programs with continuing supportive 
services. , 

The following types of programs are needed to meet the multiplicity of needs of the HIMR 
population: 

A. Diagnostic Center Placement. This option iS used to provide thorough differential diag 
noses as. well as periods of observation to formulate appropriate_educational plans and 
teaching strategies for HIMR persons. Services arc provided by audiologists, teachers of 
the hearing impaired, psychologists, speech pathologists, and others in an interdiscipli- 
nary team approach. Such centers may operate on a local or regional basis (b> cooperative 
/ agreements among districts). 
. B. FuII-Time Special Classrooms. Subsequent to a diagnostic assessment in which a pupil is 
, found to have severe hearing loss and mental retardation, placement in a special class may 

^ be indicated. The specialized instructional classroom program is designed to serve small 
groups and emphasize the development of preacadcmic, academic, social, and emotional 
grovvth. As HIMR pupils demonstrate successful performance, integration into regular 

' classes for specific instructional activities can be planned and provided. 

C. Resource Room Instruction. This option permits some HIMR pupils to remain in regular 
classrooms for a major pat:t of the day, but they are scheduled into the resource room for 
one or more periods of individualized instruction by a specialist in hearing impairment 
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and mental retardation. The resource room serves as an alternative educational strategy to 
special classroom placement.for pupils with mild to moderate dual disabilities. 
Regular Classrooms with Supportive Scrvlc^. This option may be used for HIMR pupils 
Vith mild.developmental disabilities and minimal secondary handicaps. However, sup- 
pqrtive services will be needed and should intl^jde direct/indirect services for pupils 
enroled in regular classes by an HIMR specialist oi;;^other learn members operating on. 
I Itinerant basis — the specialist provides continuous, ongoing services to pupils in more 
than 1 9ne school or center. Scheduling options for this type of service include intermit- 
tent sessions on a regular weekly basis or intensive cycling, which provides daily service 
in a p.articular school.or center for a specific block of time. Flexibility of operation and 
schedulmg is desirable in itinerant programming to provide for the varying needs of 
HIMR pupils. \ 

2. Single-building basis— the specialist is assigned to one building or center on a full-time 

basis. Services may be provided by either intermittent or intensive scheduling. 
Home and Hospita^Serviccs. This option is used to serve pupils who are confined to their 
homes or a hospital, '^he right to education must be accommodated even when a condition, 
precludes a pupil's attendance at school. Length of time of educational instruction will 
depend on the condition of the patient. Instruction should be provided by a teacher with 
preparation for working\vith the hearing-impaired mentally retarded^ 
Parent/Infant Instructional^Services. This program type provides parents with guidance^ 
and instruction in assisting iiifants and young preschoolers with hearing loSs and mental 
retardation to develop early co^mmunicative behavior and other skills. The guidance and 
instruction provided for parents by HIMR specialists may be given in schools, diagnostic 
centers, homes, or other approved facilities. This program model is recommended for 
children determined to be at risk. for developmental disabilities. Special assistance in 
providing for the development of auditory, communicative, and cognitive skills at the 
earliest age possible is vital. \ ' 

Residential Placemeht. This option should.be reserved for pupils with profound disorders 
who are determined by an interdisciplinary assessment team to be unable to profit from 
other program models at the time of plac^ement. Obviously, many criteria must be con- 
sidered in making a residential placement t^hat is, potential availability of other appro- 
priate placements, family ^ability to provide^care, quality of services in the residential 
program, and so on). The need for continuing p|acement in a residential environment (or 
any other special program model) should be eva(uated at least annually. Specialists with 
the appropriate qualificatioi^s to manage pupils w^ith hearing loss and mental retardation 
should have primary responsibility in the planning and providing of services. 
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. VOCATIONAL AND EMPLOYMENT SERVICES 

(Produccni as Well as Consumer^) . * ' 

Failing to serve the handicap})ed population appropriately can effect an economic drain 

on the society not only because of unnecessary institutionalization but also because/as a* 

group, handicapped persons are, too often highly underemployed. Specifically, among more 

than six million mentally retarded persons in the IJniled States,,of whom three and one-half 

million are adults, approximately 2,000,000 are estimated to becapableof learning to suppor.t 

themselves financially (statement by President's Cpmmittee on Employment of , the Handi- 

L^ipped). However, mentally retarded persons are in great need of job training and placement 

services.^ With adequate training, many of these people are employable and'^may eyen be^ 

superior to nonhandicapped wprkers. Studies indicate that a uniquely high work rriotivation 

generally is prevalent among hearing-impaired persons as "well as the mentally Retarded 

population. These workers are lo^al, their attendance is usually outstanding, they t6nd not to 

job-hop, and they can do a job well. when asSignecf work is commensurate with their skills. 

ji^owever, several problems still exist with regard to their employment. Among their Jm; 

mediate neerfs'are;- , , • . 

^ • * «, » . » 

• More preyoqational special education classes, training and voc^itiona! rehabilitation 
programs, sheltered wor}cshops,'work-§tudy programs, and so on, to prepare HIMR 
persons for future job placement; 

• More public promotion of their work record to build. the acceptance level of employers, 
.and . . ^ 

, • • More provisions for transportation to and*from work. 

Various professional organizations and governmental agencies can play a principal role 
in mobilizfhg employers to hire HIMR persons. Among those groups whose assistance is 
essential are: ' • . . ' 

President's Corpmittee on Employment of the Handicapped 

• American Assocjalion on Mental Deficiency 
•♦^American Personnel and Guidance Association ^ 

• 'National Rehabilitation Association 

• National Education Association 

• Arnerican Psychological Association 

Several iy^pcs of training centers in coordination .with living arrangements can exist. 
Specific categories most applicable to the HIMR population are discussed in the following 
sections. However, various modifications and alternatives may be needed in considering ^he 
individualization of programs. 

Provocatlonal Rrogranrls . ^.^^^'^ 
' Developmentaily disabled persons requirc^spccial education programs designed to pre- 
pare them for useful and meaningful lives in society. Through p^evocationaj programs, 
handicapped persons^l-the higlvschool level (14 to 21 years old)*are able to discover and 
deypjop-their abilities and evenlualTy be placed in an environment where they will function 
"^successfully. This training is a.prerequisite for any type of meaningful work. 

Major objectives of prevocational programs for H}MR persons (including work-study or 
work-experience programs) are: 

• Assessing, evaluating, and developing tlie. vocational, potential of each person, 

• Developing work habits or general skills for occupational competency, and 

• Exploring indiv idual learningproblems in a working atmosphere to nurture acceptable 
. social and work behavior to prepare HIMR persons for future vocational or job-training 

employment. 

Specifically, a prevocational (occupational) preparatory or work experience program can 
be described as a three + year program usually operating at the high-school level or an 
equivalent thereof, such programs place emphasis on acquisition of practical occupational 
skills in coordination with remediation of basic skill weaknesses (that is, communication, 
reading, arithmetic, social and personal adjustment, industrial arts, homemaking skills, work 
habits, and jo\) attitudes) apd sometimes offer on-the-job training through a cooperative effort 
with state agencie^(for example, Stat(\ Departments of Special Education and Vocational 
Rehabil^irfion). ^ , 
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Variances in the basic components of work experience prograTiis e.xist.The spectrum of 
difflTencc's includes the age at which .a handicapped person becomes involved in such a 
program, the Hours per week that a'parYicipant is employed (ranging from 12 to 40 hours per 
week), pay per week (with considerations for minimum wage), and the type of job. Several 
possibilities cgn be listed: for example', Missouri's Cooperative SchoohWork Program" in- 
cludes the following jobs: ' " ' - . 

*? Clerical. and sales occupations (for exampjie, store laborer), 

• Service occupations (for example, homemaker, general maintenance person, janitor, 
delivery person, aide, or helper), ' i ^ 

• Farming occupations, 

• Processing occupations (for qxample, produce worker), ' 

• MacHinc trade occupations (for example, machinist, auto body and machinery repair, 
person, or press operator), . 

• Berich'work occupations (for example, production worker or shoeworker), 

• Structural work occupations (for example, construction worker), and 

• Miscellaneous occupations (for example, car washer or painter). 

Prevocational program's can make provisions for job experiences in sheltered workshops 
as well as in the open community when the situation is appropriate.' 

^ A work-study specialist (also referred to as a voca.ional rehabilitation counselor, guid- 
ance counselor, or work adjustment coordinator) can ha /e primary responsibility for occupa- 
tional edueatibn programs. He is directly involved with day-work assignments and on-the-job 
training of students who are near completion of their educational program and are approach- 
ing employment. Although these specialists may occasionally work with pupils throughout 
their training, they normally assume more direct contact with students during their last two 
or three years in school. ' ^ 

^ Primary responsibilities of a work-study specialist are: 

• To maintain direct contact with the<^\vorld of work" to identify (1) latest trends in th^e 
job market, (2) prevailing wage laws, (3) jobs^specifically suitable for HIMR persons, (4) 
hiring policies, and (5) union requirements; 

• To keep in close contact with each student, his or her family, and the special teacher: 
and , . • 

• To be familiar with vocational rehabilitation and employment agency operations. 

Work-study specialists play a vital role in preparing students for the mainstream of life 
and work- ^ . " - 

A go(^.prevo*cational program assists in the hab^Uitation of disabled persons' while 
bridgi]ig the^^ap between the classroom and employmes^t. It provides for evaluation of 
individual vocational needs, counseling, supervision of traiVaing, and job placement. 

Vocational Programs . ' • \ ^ 

HIMR persons can be habilitated vocationally through training programs specifically 
geared toward the development and improvement of job skills, as well s academic and 
communicative skiJIs. Through counseling, (raining, and job placement of post-school-age 
persons, vocational progi-amming plays a basic role in total programming to meet the needsof 
this dually handicapped population. 

The'nature and eictent of vocational programs vary, thecontinuutn of vocational services 
for postschool persons should include: 

• Occupational training centers or sheltered workshops. 

• Activity centers, 

^ • Residential work programs, and 

• On-the-job traininjg with eventuaj permanent job placement. 

A continuum within each of the above services is apparent. It is imperative that pro- 
gramming remain flexible to accommodate the following variables. (1) the individual needsof 
each person (for example, degree of disability and age), (2) the particular setting (for example. 



^'For more information on Missouri's School- Work Program, contact the Missouri5tatc Department of Educa* 
tion, Section of Vocational Rehabilitation, Jefferson City, Missouri. 
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wvik-cxpencnce programs coordinated with living accommodations)^ (3) the amount of time 
spent in the program, and (4) the availability of community resources and the source of 
services rendered. Among the agencies that may assume i esponsibility for establishing voca- 
tional programs for the dp,velopmen tally -disablcd^are: ' 

♦ State employment agencies and other manpo>ver training and job placement centers, 

♦ State vocational rehabilitation agencies, arid' ' ^ ^ 

♦ Singl'^source service centers (for comprehensiye planning and directional services). 

A. SHELTERED WORKSHOPS . \^ * 

A sheltered workshop provides a structured program\of activities involving (1) work 
evaluation, work adjustment, occupational skill training, and short-term remunera- 
tive employment designed to effect placement in the competitive labor market; or (2) 
extended, long-term remuneration for selected work, in a protective environment 
(Grossman, 197S) - ^ 

The 1954 Amendments to the Vocational Rehabilitation Act (PL*56) sparked several 
assuLiations for the mi^tally retarded to develop and implen^ent, sheltered workshop pro- 
grams. This, along \vith(gjderally fundeti research and demonstration projects concerned with 
rehabilitation, has^iven rise to over 1000 of these workshops tjirpughout the country (Pr,esi- 
dent s Committee on Mental Retardation, 1973a).. Variations in size, staffing, and nature of 
training piograms exjst among sheltered workshops. However, two principal objectivesjarc 
common to all of them. The workshops train persons forcompetitiveempio} pent and provide 
short-term, long-term, or even permanent employment when a person's work skills are not 
acceptable in competitive industry, . , " i ' 




After acquiring work skilfe through prcvocational programs, some severely disabled 
persons may require placement in an appropriate sheltered workshop. Specific activities can 
var> with the degree of the individual's disability, living arrangements, and the availability of 
work rcsburCcS'Such as Goodwill Industries, 

Sheltered workshops often become a primary consideration u, placement decisions for^ 
17- t(? 20-ycar-old severely handicapped persons. During this age period, critical decisions 
occur for families or guardians. With culmination of an educatiofial program, the 17- to 
20-year-old and his or her family are frequently left with the question of "What next?" 
Admission to a workshop may be sought to eliminate the prospect of permanent in- 
stitutionalization and to creaie opportunities for an alternate life-style. 

Living arrangements in coordination with a sheltered work environment* however, must 
also be considered. Effective plans for the HIMR population should include work-living 
resources that can accommodate all degrees of handicap. Among these arrangements are. 

♦ Residential school programs in which older students arc transported to local work- 
shops on a regular basis as part of their prevocatiqnal program; 
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• Residents pf group homes, thcii^ own homes, or institutions, who work by day in a 
sheltered community-based environment and are transported home in the evenings, 
and ' >^ • * 

• Residents of institutions or hospitals involved in a sheltered workshop program on the 
premises (eliminating problems with transportation but often restricting residents 
from community-based activity). 

Ill many instances, the sheltered workshop has become a major cornerstone in laying the 
groundwork for both vocational training and vocational rehabilitation programs. HIMR 
persons are given an opportunity to (1) perform meaningful work, (2) earn remuneration. (3) 
fill their day with productive activity, and (4) potentially advance to an "open community" 
job, which allows them more mdependejnt life-styles. 

Readers .may be interested in reviewing provisions for state-supported sheltered work- 
shops in Missouri and Pennsylvania. 

B. ACTIVITY CENTERS 

Activity center programs also can be designed to meet the needs of handicapped adoles- 
cent and adult persons in the community who are loo severely disabled for a sheltered 
workshop. . - . 
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- Acti\it> centers (also ealled developmental training centers) can function as recrea- 
tional, \otational i,entcrs for HIMR persons too disabled to progress to sheltered woi kshops or 
the> ma> serve as an initial placement for those who ultimatel> ma> progress to a sheltered 
workshop environment. 

ActivitN centers provide programmed learning and work-related care in the following 
areas, self-caie and grooming (personal hjgieiie), communication (the use of the telephone, 
speech and language development programs, and group discussion of current events), home 
skills, communit> activities (stressing dining out in restaurants, shopping, and commumt> 
courtesies), academic instruction (making change, telling time, and filling out applications), 
recreation (dancing, parties, and games), arts and yrafts,and remunerative work (contracts 
involving operations of collating, assembling,-and sorting). 

The organizational structure for activitv centers varies considerabl> throughout the 
cx^untrv . The ratio of instructor to trainee i anges from 1 .3 to 1 .20. Most commonlv , ti aining in 
service occupations is provided. Among \hc occupations are messenger, poiter, stock clerk, 
maid, and kitchen helper. These programs aie often sponsored oi governed bv associations for 
the mentallv retarded as nonprofit corporations. Some of the programs aie funded bv state 
and count> subsidies, public school boai ds, mental health, rehabilitation agencies, or priv ate 
donations. 

Guidelines and standards for^idult activit> programs have been established in 23 states. A 
state agenc> is norma 1 1> responsible for these standards. For example, in Minnesota, the 
Depai Uncnt of Mental Retardation (MR Licensing Law) is responsible, while in Mar> land, the 
Department of Health and Mental Hygiene assumes the responsibility. 

Admission cri.teria generall> establish a minimum age of 14 j ears and spec if > retardation 
as the primarv condition and physical handicaps as a secondary condition. These critci ia var>^ 
in each i>tate according to established policies and individual state legislation. In 1972, 422 
centers enrolled 13,495 persons with an age range from 14 to over 65 >ears. The average age 
was 25 \eais two months. Also, tested intelligence scores ranged from a low of 12 to a high of. 
65, vyith a m'e'jin of 36. 

Trainees are discharged from activit> programs when the staff deems it appropriate to 
place thcnrin a sheltered workshop oi in other forms of emplo>ment (moic than 1000 persons 
have advanced in this vva> according to the President's Committee on Mental Retardation, 
1973a, p. 17). . ^ ' ' ^ 

Although activitv centers first began in 1952, the movement,to establish them in signifi- 
cant numbers did not gain impetus until the earlv 1960s. Minnesota (which has the greatest 
number of activit> centers and has also established standards for the operation of these 
programs). New York, Ohio, Indiana, Illinois, Florida, Kentucky , and California are among the 
states that have a substantial number of activit> centers. The Occupation Da> Center in New 
York Cit> (the New York Cit> bureau for Children with Retarded Mental Development) is one 
example of a successful activity program. Established in 1959,jt hasseived as a prototype for 
other activity programs in this country. As a demonstration center, it is concerned with 
adaptive behavior and the acquisition of functional skills for both moderately and severely 
retarded persons. 

Curi'ently , activ ity centers have become a part of many regional or single-source center 
seivices for the retarded (Missouri's Sikeston-Delmo Project is one example of an activity 
centner program in conjunction with a regional diagnostic center for the retar'ded). This 
arrangement can be highly beneficial in that it,provides a natural setting for evaluations of 
r'etar'ded adults in daily living activities. 

Activity centers have def.nitLve roles in statewide plans for comprehensivescr'v ices for the 
adult population. They not only assist in preventing institutionalization but also enhance 
public school specral educatron programs for severely disabled adolescents and young adults. 
More precisely, these centers fill the large gap between the termination of school programs 
and commeacement of employment either in sheltered workshops or in the "open com- 
munity." 

C. RESIDENTIAL WORK 

Organized vocational programs should be designed to give meaningful work to HIMR 
persons within residential settings. Persons able to acquire work skills and to increase their 
employment potential on the premises can eventually often find work placement outside of 
their living facility. ' - 

Housekeeping, laundry , ground maintenance, and janitorial services are easily adajuable 
and the most commonly used areas for vocatronal instruction of residents. Super v ision of their 
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work is carried out by ^taff in each specific area (for example, supervisor of ground mainte- 
nance) Specific steps must be taken, however, to eliminate communication problems. Since 
the professional staff has ongoing direct contact with and exposure to the needs of HIMR 
persons and the residential staff, the program tan implement procedures to accommodate the 
needs of both. 

D. ON-THE JOB TRAINING 

Subsequent to work experience acquired through prevocational and vocational educa- 
tion programs, many HIMR persons can be placed in permanent job settings. Unlike prevoca- 
tional programs, wherp general activities stress self-help, work habits, social competence, and 
applied academic skijls, on-the-job training involves learning a specific functional job in 
depth All skills learned in prevocational or vocational programs or both will hopefulf> enable 
the HIMR person to tijnction adequately in a real-world job assignment. ^ 

Employers and coUnselors wilj increase the probability of positive results if, during the 
period of on-the-job training, they: 

—Break down the job into its basic tasks and teach .one task at a time, 

—Analyze each task in terms of required performance levels, 

—Develop a plan for the teacHing methods to be used, and 

—Allow time for traming and work adjustment. 

The HIMR individual sho{ild have his or her progress evaluated periodically. Care must 
be taken to avoid placing the person in frustrating, demanding situations that provide little 
opportunity for them to function effectively and to feel a sense of achievement. 

Vocational Rehabilitation Programs 

Vocational rehabilitation services provide those elements of training, counseling, and 
assistance needed by HIMR persons who have finished or are about to terminate formal 
Schooling. Vocational rehabilitation is greatly needed b> HIMR persons at many different 
stages in life. The ultimate objective is to assist each handicapped person in moving as far as 




possible along a continuum from acquiring preliminar> vocational skills to remunerative 
employment and, finally, entry into the mainstream of society as an independent citi/.en and 
worker. Arhong the services provided by state vocational rehabilitation agencies are. 

• A comprehensive medical evaluation including an assessment of the degree of disability 
and its effect on employment, 

« A vocational evaluation, 
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• Physical restoration (for example, the fitting of a hearing aid) and counseling, 

• Psycho-social evaluation (for example, personaLadjustment), 

• Prevocational and vocational training, 

• Maintenance (for example, li\ihg arrangements) and transportation during rehabilita- 
tion, 

• Suitable job placement, and 

• Folldw-up se^'.vices to assist handicapped persons du/ing employment. 

With adequate vo^ajional rehabilitation programs, persons sficuid not have to travel a 
painful trial-and error route in job hunting once the> are past school age. Skillful testing, 
e\aluatiofi, and appropriate training can assist each person in finding and maintaining a 
satisfying, worthwhile job. 

Programs used b> vpcational rehabilitation \ary in size and i>pe of population served (for 
example, degree of disability, age, and abilities). Specific work-training objectives will be the 
determining factors for the t>pe of vocatipnal rehabilitation program needed: Primar> voca- 
tional program objectives and structure include but need not be limite.d to; 

• Activities designed to achieve the optimal development of each HIMR person with 
specjal focus on self-help skills', social competence including personal and community 
adjustment, and development, of communication skills, vocational competence (for 
example, sensorimotor coordination, attitudes, and abilities), and independent living, 

• Services provided through indi\idual counseling (individual vocational plans), pre\o- 
cational programs. Vocational programs (including occupational training centers), 
activiiy centers, sheltered workshops, on-the-job training, and postplacement follow- 
up (regular evaluation of the progress and present situation ofeach person at least every 
three months); 

• Pro\ isions for a designated person (for exafnple, a vocational rehabilitation counselor), 
to be responsible for carrying out each person's individual vocational rehabilitation 
program plan effectively; 

• Job placement services that assist each person in obtaining appropriate employment, 
trade training programs, competitive and remunerative employment, homemaking, 

..homebound employment, and sheltered employment; and 

• Assistance with off-the-job needs and activities such as living arrangements, social and 
recreational activities, educational needs, medical services, and transportation. 

Vocational reha(>ilitation counselors involved in the delivery of services to HIMR persons 
should have special preparation for working w ith this population. The primary qualifications 
are (I) a master's degree in rehabilitation counseling or in a related area and (2) know ledge of 
and experience in dealing w ith persons u ho are hearinglmpaired and mentally retarded. The 
counselor also should be trained in the use of total communication methods (oral and 
manual). 

The responsibilities of vocational rehabilitation counselors include but are not limited to 
the following (see Missouri's Vocational Rehabilitation, Plan, 1967): , 

• Appraising and determining eligibility of HIMR persons for necessary rehabilitative 
services, j 

• Evaluating each person's abilities and aptitudi}s during the rehabilitation process and 
making proper arrangements for suitable work placement, 

• Regular evaluations of job placement through postplacement follow-up, and 

• Assistance in the coordinatior^ of community rehabilitation services. 

The lack of appropriate prevocational and vocational training opportunities for the 
HIMR population has been reported by many program directors interviewed during this 
project to be one of the most serious omissions in service. These vocational programs are 
essential to complete the task of vocational rehabilitation. Funds fgi additional planning and 
programming are needed from the federal and state agencies to effect more comprehensive 
services. . ^ 

State and Federal Agenctes 

In 1972, the mentally retarded^comprised 14% of all disabled persons in vocational 
rehabilitation who were rehabilitated by state-federal pre grams. Approximately 43,700 per- 
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sons wcrereportvd as rehabilitated (Office of Mental Retardation Coordination, 1972). Exact 
data concerning the hearing-impaired population are unavailable at this time. 

Vocational rehabilitation services at the state and federal levels of government include. 

• Assisting in the construction and remodeling of rehabilitation f(\cilities (state agencies), 

• Initiating project grants concerned with innovative procedures and expansion of voca- 
tional rehabilitation services to improve effectiveness of programs for handicapped 
populations (state and regional agencies); and 

• Administering facility improvement grants designed to upgrade sheltered vvoikshop 
services, technical consultations, staff development, and so on (Rehabilitation Sen ices 
Administration). 

In addition, a federall> supported vocational rehabilitation program administered b> the 
Rehabilitation Serv icc^s Administration (RSA) of the Socia) and Rehabilitativ e Serv ice (SRS) 
provides matching funds to state rehabilitation agencies. These funds are used solely for 
services that will assist ph>sicall> and mentally handicapped individuals obtain or retain 
emplo>ment. Federal grants are made to state vocational rehabilitation agencies on an 30% 
federal-T-20Vc stt*te matching ratio, up to the limits of federally detei mined allotments for 
each state. Funding is dependent upon the approval of state plans which describe the sen ices 
that will be provided. The RSA ha§ estimated that the total federal and state costs for services 
to the 292,272 persons rehabilitated in fiscal} ear 1.971 was $631 million, w ith an average cost 
per rehabilixant of $2150 (American Hospital Association, 1973, p.^64). 

Other types of federal support foi vocational rehabilitation programs include: 

• Purchase of serv ices from state rehabilitation agencies for selected recipients of Social 
Security benefits with Social Security trust funds; 

• Project grants to state rehabilitation agencies for service innovation and other public 
and nonprofit private organizations for expansion of services; 

« Grants to state rehabilitation agencies for service innovation and othei public and 
nonprofit private organizations for expansion of services; 

• Grants to state rehabiUtation agencies and other public and nonprofit privatcoigani/.a 
tipns fui special programs to recruit and prepare handicapped persons for careers in 

^public service; 

• Contracts with industrial or commercial enterprises, trade associations, or laboi or 
othei organizations capable of providing training andothei emplovment piogiams foi 
the handicapped in realistic work settings; and 

• Grants to public and nonprofit private rehabilitation facilities to assist in meeting 
initial costs of compensating professional and technical staff and in impioving piofes- 
sional or businc^ss management services or other aspects of their operations. 

Employment 



Emplpyment is . .. . productive behavior directed toward the accomplishment of an 
end that contributes to the development of self-worth and economy of thcindividual 
and^or his environment. A "contributor to society*' is defined as an individual who is 
able to perform an act which is necessary and would have to be paid for if done by 
another individual. In this context, an individual able to care for his own personal 
needs should be considered employed, (Grossman, 1973) 



Persons with combined healing loss and mental retardation and callable of engaging in 
pioductive and nieaningftil work should be given the oppoitunit) to fjiake an economic 
contiibution to societv and to secure a decent living. Empirical evidence suggests. that, as 
adults, nioie HIMR persons would be capable of sustaining themselves w\th onlv minimal 
assistance if it were available in the community. \^ 

Pi incipal concei ns of eniploveis of the.bandicapped include the abilitv to Jo the assigned 
woik, get along with others, use public tianspoi tation, handle nionev, and mat retain petsonal 
hygiene. \ 

The Texas and Missouri vvoik-studv progiaihs have repol ted that unfaniiliai itv with the 
needs and abilities of HIMR peisons and others with handicapping conditions ohcw makes 
emp lovers reluctant to hire members of this population. This can be overcome when well- 
tiaineU counselors meet with employers to deteimine theii needs and tu discuss a potential 
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employee. The Prejiident s Committee on Employment of the Handicapped (PCEH)" plays a 
\ ita^xole iirpublishing literature that helps both the employer and.the disabled employee in 
the \vo1rtrsetting. In preventing potential problems, several effective and successful methods 
.have becomeoperational. A publication on the "do's" (PCEH, 1969) of orienting the employer 
to a handicapped person are applicable to HIMR persons and are Hsted. as follows (the 
masculine pronoun is used for brevity): 

DO talk to him on a person-to-person level, aS'you would to anyone else. Only try to be 
* nriore specific, more precise and cr>stal-clear— as if you were speaking to someone in 
the upper levels of grade school. Don't "talk down" to him as though he were a small 
tot. He's not. 

DO speak in concrete terms, not abstractions. If, for example, you want him to put the 
*pail away, show him where "away", is. 

DO demonstrate what you want him to do; don'tjust tell him. 

DO show him where things are — time clock, lockers, restroom, cafeteria or lunch area, 
drinking fountain, suppl> room— same as>ou would for an> new employee. Onl> DO 
take your time, don't rush and be sure he understands. 

DO lake extra care to explain about working hours, proper clothes on the job, his work 
statj^on, to whom he reports, what his pay will be, where the bus or.commuter stops. 
It's doubly, important for him to know these six points. 

DO ask a question now and then to make sure he's keeping up with yuu. "Now show me 
your work station," or "Where does the bus stop?" or an> kind of question that checks 
his understanding. 

DO introduce him to his fellow employees and superv isors.If he seems a bit w ithdraw n at 
first, help him to know people and find one coworker at first with whom he can feel 
free and easy; someone to answer questions and listen to problems. 
DO let him know he's one of the work a day family. He ma> learn to mix with others at 
work, bu^ tend to be b> himself after work. After-hours friendships shouldn't be 
forced; he may be vocationally ready but not quite socially ready. 

DO be read> to giye him a guiding hand should new situations and new problems arise 
I • which he needs help in coping with. 

, DO make a note of his ori the- job strong points. When he turns out to be a good employee, 
pass the vvprd on to others. 

» *^ » 

In addition, employers of severel> handicapped. HIMR persons should i\) capitalize on 
tasks requiring nonlanjguage visual-motor abilities (keep in mind that although some of these 
persons may prefer routine, repetitive jobs, other lesser inj;^olved persons will have special 
skills that are needed for the productionj)f art, industrial design, and soon), (2) avoid theuseof 
tests as a primary basis for evaluating jbb ability, and (3) comply with state and federal wage 
and hour laws while also making provisions for holidays, sick leave, workmen's compensa- 
tion, health insurance, retiremerit, and recognition of oustanding contributions* "Preparing 
for Work," a pamphlet published by PCEH, lists several types of jobs that could be filled 
successfully by even the more handicapped HIMR persons when the proper preparation is 
provided. These include but are not limited to: 

stock clerk pfficc cleaner ^ saw machine operator 

dishwasher mechanic's helper boo.tblack 

vegetable peeler , brass polisher usher 

landscape laborer waitress animal caretaker 

elevator operator ' ^ * food handler laborer, crops 

concession attendant grounOJmAn collator 

sewing machine operator textile machine worker mangle machine operator 

housemaid fish cleaner maid, hoii^l * ^ 

farmhand , » bookbinding worker car washer 

assembly worker bottle filler . ticket taker ^* e , 

supermarket bagging clerk parking lot attendant beauty operator assistant 

factory worker meiJsenger, indoor warehouseman 

'*Thc President sCommittcc on Enip!o>mcnt of the Handicapped, Washington, D.C. 20210, has published a great 
deal of literature Lontcming emplo>nient for the handicapped and all facets thereof. For additional information, 
contact this committee at the above address, 
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kick press operator 


office clerk 


building maintenance worker 


truck loader 


janiror 


cannery workVr 


baker's helper 


sorter 


mailbag handler ^ 


playground attendant 


garbage collector 


houseman 


egg collector 


carpenter's helper 


routeman's helper 


freight handler 


mailroom assistant 


gatekeeper 


mimeograph operator 


drillpress operator 


office machine operator 


mother's^ helper 


wrapper 


bag Uller 


painter's helper 


messenger, outdoor 


bellnop 


laboratory helper 


office boy 


shoe repairer 


railroad track worker 


office girt 


floor polisher 


bottle washer 


porter 


window washer 


ilill sC d UIUL 


pUClVLl 


ilLWspupLl UL11\U1L1 


wallpaperer * 


truck helper 


dairy hand 


photocopy machine operator 


. laundry worker 


hand trucker 


housekeeper 


gas station attendant 


^ locker room attendant 


ward attendant 


ironcr 


doorman 


apple picker 


kitchen helper 


stevedore 


bus boy 


unskilled laborer 


watchman 


bus girl 


candy wrapper 


tile setter 



The President's Committee on Employment of the Handicapped has published the follow- 
ing documents applicable to the employment of HIMR persons: 

• Employment Assistance for the Handicapped, A Directory of Federal and State Programs to 
Help the Ha ndicapped to Employment 

• Guide to Job Placement of the Mentally Retarded- 

• Hiring Persons with Hearing Impainnent 

• How to Get a Job (teacher's manual available) ■ 

• Jobs and Mentally Retarded People 

(• Opening the Doors for the Handicapped 

• Preparing for Work: A Guide for Special Class Teachers, School Guidance Counselors, Work 
Study Specialists, and' Families of Mentally Retarded Young People 

• Work and How to Get It > n 

A limited'i>upply of pamphlets is available from this committee on request. The pam- 
phlets listed above, and similar informational materials, can also be ordered by requesting 
them under general categories of information rather than by specific titles. These categories 
are: 

Management Views 
Labor Views 
* Homemaker Rehabilitation 
Youth 

Transportation Barriers 
Veterans 

'^Ability Counts" Contest 



Architectural.Barners 
Employment Assistance 
Awards and'Recognition 
Mental Retardation 
» Mentally Restored 
Sheltered Workshops 
Insurance 
Recreation 

Films, exhibits, posters, and banners are also available by writing to the President's 
Committee on Employment of the Handicapped, Washington, D.C. 202 10. 



Conclusion ' , ^ 

One major message remains significant, the HIMR population can become producers as 
well as consumers, and, in turn, find human dignity! * 



FAMILY AND HOUSING SERVICES 

The presenceof a person with both hearing impairment and mental retardation in a home 
creates a variety of complex problems involving all family members and all facets of family 
life. To meet the needs of the HIMR population, supportiveservices must be available to their 
families. The unavailability of immediate, appropriate resources can destroy the family unit 
and precipitate many community problems, only some of which are financial. The emotional 
conflicts caused by the inability of a family to cope with the problems of acceptance, care, and 



A Continuum of Services^ 



- \ 

management of the HIMR person often requires assistance from a constellation pf community 
services. These 'services are often provided in the home as well as at a comr^unity agency. 

The scope of family services required will vai> a« specific needs change.^^Major areas of 
family service include parent orientation and counseling, parent education^and training, 
services performed in the home, and services provided outside the home. \ 



Parent Orientation and Counseling 

Parents and guardians generally need special assistance in obtaining appropr^iate services 
and, perhaps, financial jaid. Orientation and counseling services must provide parents and 
guardians with a meaningful description of the dual handicap, offer a general overview of the 
educational, social, and vocational needs' of the HIMR population, provide specific informa- 
tion about local, state, and federal resources, including information on methods for contacting ^ 
appropriate sources; discuss the HIMR s rights as citizens, encourage participation in local 
parent groups; and assist with the acquisition of literature that might be helpful \in under- 
standing the conditions of hearing impairments and mental retardation. 




Counseling services must be made available .to assist families in need of individual 
psychological, social, or educational guidance. An effective counseling service provides emo^ 
tional support and helps parents or guardians interpret and understand diagnostic results, 
accept the person who is handicapped, and initiate plans for proper carei ^ 

Group counseling for families should also be available to encourage parent-to-parent » 
activities, including opportunities to share feelings, to interact, and to identify with those who 
have similar problems. Families should have access to highly qualified staff. Parents and 
guardians generally need counseling before they will be ready for a structured program uf 
education and training. • 

Education and Training 

The family is one of the major educational institutions. Thus, educational programs for 
family members will enable them to assist in the overall educatiort and training of the 
individual with hearing impairment and mental retardation. An education and training 
program should include: 

A Provisions for family education classes on a regularl^jcheduled basis ^TwciraTw hen 
specific needs are apparent. (Culturalr educatiarralTann^cconomic attitudes'^and oppor- 
tunities^ characterise it^orThe families being served will influence the educational 
techniques to be used.) 

1 Information regarding management techniques (for example, behavior modification). 

2. Information regarding instructional methods, techniques, and materials. For example, 
activities at home should maximize carry-over by reinforcing concepts learned in the 
client's educational program and by transmitting the HIMR's experience at home to 
school staff. 
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3. General information concerning developmental patterns, hearing impairmeaj, and 
mental retardation. 

B. Opportunities for families to observe the HIMR person in a service setting (for example, 
visits to the classroom, sheltered workshops, and so on). 

C. Planned conferencesbetween staff members^nd individual famil> n:\embers.Theseshould 
be held regularly and as needs arise either in a service setting or at home. 

1. Home visits allow professionals (such as social workers and special educators) to visit 
with the family in familiar surroundings, thereby reducing family anxiety and allovv.ing 
for a more accurate picture of the existing home environment. 

2. Service centers/educational, programs can provide families with, an opportunity to 
suggest specific concepts they would like the HIMR person to learn. In a.ddition, they 
can provide input regarding thos§ behaviors that require^modification. 

3. Regularly scheduled progress reports should be sent home. * 

D. A planned program t^iat uses parent leadership ,skills. Good educational and training 
prbgrams do play a principal role in establishing positiv e^and realistic expectations among 
families of'the HIMR. 

Services Performed In the Home 

Three major services performed in the home that can be helpful to families of the multiply 
handicapped include (1) homemaker serv ices, (2) sitter services, and (3) foster home services. 

HOMEM^KER SERVICES 

This service includes assistance in caring for the family in the home during periods of 
special need or crisis and can be made available to families with a disabled person at home or 
to disabled adults living in their own homes. The home training specialist is responsible for 
the two principal aspects of this serv ice. (1) teaching home management techniques invuK ing 
good health care, meal planning, budgeting, and houstkeeping, and (2) assisting the family of 
the disabled person to learn effective procedures for coping with problems that arise in the 
home. 

SITTER SERVICES 

Sitter services provide in-the-home care for disabled persons (for example, the HIMR) on 
a temporary or long-term basis. Such a service needs to be available on an hourly or weekly 
basis, as necessary. Sitters should be specially trained to manage disabled persons (for 
example, foster grandparents who were trained in residential settings) and should be pro- 
vided by community agencies. 

Although few states presently offer this serv ice to the HIMR population, a good exampleof 
such^assistance can be found in Nevada. Sitters pre provided through a program jointly 
sponsored by the Nevada State Hospital, the Foster Grandparents Program, and the Washoe 
Association for Retarded Children. Tfirough this relatively new service, temporary relief can 
be provided that will free parents fromp 24-hour caretaking responsibility, 

FOSTER HOME SERVICES 

Foster home services are operated in many states. Interested adults can file an application 
with the appropriate agency in their vicinity declaring their desire to house a handicapped 
person.After a thorough review of the interested party, the agency authorizes the release of the 
HIMR person from his or her present living arrangement (usually an institution). In 3ome 
instances, state hospitals have established provisioqs for the release of a child to the home of 
an appropriately screened adult. Presently, too few foster homes exist, but community agen 
ties are working to increase their availability. In-service educational and training programs 
regarding all aspects of the dual handicap of hearing impairment and mental retardation 
should be offered to all foster parents. The potential outcomes of quality foster care are 
apparent, the deinstitutionalization process will be expedited, and handicapped persons will 
experience mor6 normal family and home environments. ' 

Services Provided outside the Home (Housing) 

Currently, goals for the handicapped include a national trend toward normal living. This 
goal reinforces the need for a broad spectrum of housing accommodations. Care of a disabled 
person can be accommodated successfully outside the home by having agencies provide for 
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respite care. or temporary home care as well as more permanent care within residential 
center^, community mental health centers, hospital centers, and group homes. All these play a 
vital role in satisfying the total program needs of the HIMR population. 

Community-oasod programs are receiving considerably more attention. Major thrusts 
are being directed toward the elimination of "custodial care" in isolated, crowded residences. 
Enriched environments are becoming top-priority objectives for many_administrators. In this 
regard, it is important to note that removal fronni an institution is not the sole answer to today's 
programming problems. Rather, the success of an indiv idual is conflngent on availability of a 
variety of community services and provisions for alternatives with regard to housing mo- 
dalitiesT 

CROUP HOMES * 

Group homes are full-time family-style homes designed to restore a sense of personalized, 
normal daily living to the handicapped: These homes pfoviUe^varm stimulating social 
settings, devoid of dehumanizing condit^ions, and facilitate the integration of vocational, 
social, and recreational activities. People in need of this kind of sheltered living. experience 
require superv ision in the acquisition of daily domestic skills (for example, cooking, cleaning, 
and so on) and in the adaptation to community li\ ing. These public and private housing units, 
w hich accommodate groups of six to eight persons, can serve as transition;* from institutions 
back into the community and are also referred to as halfway houses. They can house a wide 
specicum of age ranges and disabilities. 

RESPITE CARE ^ 

Respite care programs provide temporary relief for parents of HIMR persons on a weekly 
or monthly basis. This service can be funded through monies from community organizations 
and government grants, and by minimal fees charged,to parents who ac^J using this service. 
Respite care should be initiated to relievQ families of care to "1) restore their physical and 
mental w ell-being, 2) initiate training procedures in and out of the home, 3) meet planned and 
emergency needs" (Grossman, 1973, p. 157). Wisconsin, California, and Connecticut are 
among the states that have implemented respite care programs for the mentally retarded. 
Temporary care fur HIMR persons should b<>come a part uf existing programs fur the mentally 
retarded; 

RESIDENTIAL CARE 

Temporary placement in residential facilities for the mentally retarded and the deaf 
could serve as a possible alternative for farnilies with a disabled member when they must 
remove the handicapped person from the home. At present, entry requirements into residen- 
tial settings tend to be rigid and, as a result, promote permanent rather than temporary 
placement. 

NURSING CARE(COMMUNITY MENTAL HEALTH CENTERS) 

Communit} mental health centers are being used to facilitate the deinstitutionalization 
of handicapped person?. Current trends show that residents are being discharged from state 
institutions and admitted to short-term (30-day) community mental health center programs 
as a first step in providing a more homelike atmosphere. Authorities in states where these 
practices have been initiated suggest that such actions can be temporarily appropriate. 
However, mpre group homes and .pther long-term li\ing accommodations must also be 
planned and established. * - . 

Institutionalized persons can adjust successfully to community li\ ing. f he reintegration 
process includes personal, work, and communit>. adaptations. Once successful in these areas, 
man) handicapped people can mo\e out of group homes and into their own rented rooms oi 
apartments. Among those programs using group homes as a transition to independent com- 
munity living is theElwyn Institute in PennsyKania.Similai to a handful of other progiams in 
the United States, it ahead} has been successful in reintegrating someof its residents into the 
community. 

Presently, a few states have established community based alternatives to public institu- 
tions for the mentally retarded. However, with the current goal to move one-third uf the 
retarded population out of public institutions and back into communities, moi e prov isions fui 
the establishment of group homes must be made, along with a system of accreditation and 
licensure to safeguard against inadequate care. ' 
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RECREATIONAL SERVICES 

RoLixMlioii is the saii.shing u.se of leisure lime. Recreation and lei.su re aLii\itie,s arc 
elcnicnlsoi a pei son's daiiv life in whiLii participation niav l)L^plannecl. reque.stocl. oi 
self-initiated to meet aJ)a.sic need and to pro\ide pei-sonal enjov ment. (Joint Com- 
mission (>i\t Ac^oreditation of Hospitals. 1973) 



Kv\ I tathxuil \ u cs ai c an essential iai.t t o( MIMK ptot!iams Hu'se se^\ k cs win pj u\ uk- 
planned and supei vised a^-tivMus that *u e umqtieU designed t*i tis'sist llu IIIMR pel son lu 
nueinii: sp^Cilu ne^ds I hu ipeuiK needs toi sell-e\piession entei t*iinnienl. *uid sm i*d 
nueuK tion ^ an also I'h' a*. <.*»nunodaied m ieuvatioP*d pioi!!ains 

I he pinnaiv ^o<d u\uati»Mial avtiMUes is to eruihle IliMR pcls^>n^ to*u<.jUue and 
d^ \< ltt(i umnediate and hnvj^ wt ni skdis that an he u<cd to tdl leisnte tinte in a nieanuj^jiul 
\\a\ Spe«.ilK pi otM amohKv liv^s ale needed loi elk**. ti\e ux'^UMtioUid pio^i*innninu! One 
siK h ul^te<. U\v ts to mteuiak IliMR pw soits nito the u i eiitiuniil maitistu'tini ot the vominu 
ini\ h\ dtsi^'nuiji kudiius ihal *K<.t>nun»uk|le then disai)ilities and *dsu .enoniui^e then 
pat tiv iptt'tUMi Anotlui wh^^. U\ e is tt> pWA ule huth oi liiani/ed tUul sell dite^. ted M ti\ UK s th<it 
pit*nM»ti opuiiial ph\sKa! aiul nuntal lualth as ut.!! as sc usot nuotot , vo^Mii()\e, <uid sou«tl 
vk'w k>pnKn('uiu fudnii: lue sJl \pi o;^in and ^ood spt>t tsmanslnp) In <tddition it*as im- 
puatiM' that these a*. tt\ ities eiKoui ai!*. t\u de\ elopnient ol mteusts Uoi e\*unple hohhus) 
uhik lematniu^ edus. ational vUid tlu hif^ utu ulu n lU eded (the luint ( omniisMon i>ii A«>«. i edi~ 
tat ion ot Hospitals ilehtu s thet apt. utu u teiition as pui posi\e intei \entiMn thioutzh u«. ie<i 
lion a^tiMties to nitidiK vUix^hoittte oi leinloue speulu plusual emotion<il ot s^n i«d^ 
hehaMofs I^^TI p > I uialK pi»»^iains should eniplo\ qu*tli'ied pfi^sual eiluwitiofi 
ivvi* ational stall vUid snppoitive petsoiuiel who ha\e k'i*>\\ ied^»e in *is\\ell *ise\peneiK^ with 
IIIMR peisons 

Ihe li)int C onunission t>n \t.vteditation ol Hospitals M^Cl Mewtintnends <i \<niet\ of 
<.\peiieims nuhuhnu <\s.uisions unniit^s aiul tii|>s ihat lannliau/^ IIIMR pei'^ons with 
aNadahk < ojninniut\ a souue^ »is w^ II as spe*. tatoi *u ti\ Uiv ^ su< h *ts ni<A les. pKt\N sporting' 
oNi'titN nnd ti k'Msion Pai tu tp<ition in indi\ ukuil ihud and twim spoi ts ttoi e\<tnipk' h(A\i 
nil' t ehu t'aines' }k I \ nunuiiuu^L'oM and {ump tope) nuisu iliania <nul ilaiu i < an tdso 
hi. oi'viani/ed loi a \ai u (\ ol M'ttinus iJoihtlu a\ ailahihtv ol ^»ioup *u i i\ itit s su< h ti's da* *uul 
sununei < amps and lAposuu toIil>iat% set \ u es siu ii as i eadme listennii? to i e^ ouk. *nid 
Mowinu iilmvinps oi viides *u>«nK\wnn^»lnl w*uv ol lillinjL* leivuie lime ' 
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A Continuum of Strvlces. 



The movement to develop and implement more recreational services for handicapped 
persons has gained great impetus during the past few >ears. Ajnong the organizations devot- 
ing their energies to the recreational needs uf the handicapped are the American Association 
Jqr Health, Physical Education and Recreation (AAHPER)^ the President's Committee on 
Employment of the Handicapped (PCEH)/'and the National Therapeutic Recreation Society 
(which w as established as a branch of the National Recreation and Park Association in 1965). 

The AAHPER has made important strides in promoting the recreational needs of the 
handicapped. This association was recently awarded a grant to^establish an Information and 
^ Research Utilization Center in Pl]ysical Education and Recreation for the Handicapped to 
"collect, categorize, evaluate, interpret and to disseminate .information ab.out materials, 
methud.s, ongoing programs, promising practices, research and dumonstration in adapted 
p^hvsical education and in therapeutic recreation" (AAHPER). Numerous bibliographies, 
books, pamphlets, and films specifically relevant to HJMR persons are available from 
Ai^HPER on*request.2% * . - . ' 

TRANSPORTATION SERVICES ' 

Foi p/ograms to. function cTfectivcly . pro\ isions for transportation must be implemented. 
Evcnjf a develop men tally disabled person is successfully identified, a lack of transportation 
services might prevent him oi her from reaching and receiving-appropriate services. The 
State-Federal Information Clearinghouse foi E.xocptionah Children (SFICEC, 1973) has 
analv/ed the laws and administrative-regulations of the states regarding transportation for 
handicapped persons of school age. This material was subdivided into seven categories, Th.ose 
most applicable to HIMR persons are(l ) eligibility » (2) transportation serv ices, (3) transporta- 
tion modes, and'(4) state aid. 

Eligibility \ ^ 

Most states prov ide transportation. Those handicapped chijdren unable to iTOe on regulai 
buses, however, may not receive special transportation. Appro.\imately 10% of the states 
stipulate thijt a child must be enrolled in a special education program to receive special 
tianspoitation. A distance requirement may also e.\ist. A review of e.xisting legislation sug- 
gests tTiat all school-age HIMR persons are legally eMgible for ti ansportation regardless of the 
type of public eclucatiohal program in which they are enrolled. 



Transportation Services t 

Most states provide transportation for handicapped children enrolled in special day 
classes^ and regular classes within public educational systems. Distance limitations are 
waived in most states. Only a small percentage of states will fund transportation to programs 
outside the public school system. How ever, over 30% of the states will support transportation 
costs foi deaf children to residential programs in in-state and out-of-state schools. Some 




comprehensive programs offer all HIMR children and youth transportation to serv ices^ other 
than public educational programs. Transportation to treatment centers, preschools.and work 
experience programs should also be provided. (An example of this prov isign exists in Iowa, 
where plans aie being made to develop a niulticounty transportation system for development 
tallv disa[)led per^sonsso they can reach treatment facilities and shelter ed workshops.) 

^TIk PuMiknt ,s Cuiiiiiiuuc UN llmpluv/nciit of (he HaiidKappcil ilibtrihuteb a ncusiottci published b> then 
ConiiMitroo on RLMV.itioii iukI U'imiiv (see AppcndiK C for adda'sj*). 

"'CoiiMilt iVAIIPER fur addiduiilil iiiruiinntiun t^o National (idtitation Assot^ition. 1201 16th Street, N.VV., 
VVashiiigtoii. DX. 20036 Aiiiuug lluii publuatiun2> (hat ,slunild be lielpfiil aie 6iia/i /ur Pro^rums ui Rtciatttuti utul 
Pinuiul I dmiiituii for tin Khutulh /A/tirtW (#246 07972, $1.50) and Rk'l rvatton. Plnstutl Aitntts tot tUc Shutalh 
WiHir</u/(/l'246-07726,<2.SO),lii.Kiditiun.,Sw^ Vnt\isiKmsand RK%aUtttoi\slor PUy^tudlUhit^^^^ llatuiuupiwd 
4#UV312^. >0.7'i (ui iiiit.iolicht UI f.3,50 fui haul v.op\) i^a\ad.ib!e thiuugh the lAhaatiunat Resuuiee Infuiiiiatiun 
Ceitlet (I:RI0) housed at \\\< CutuKil tut n.x<.cp(iunai Children, 1920 AssiKiatiun Dti\e, Re<>tun. Viiginia 22091. 
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Transportation Modes 

Generally ,^transportation is provided b> public school buses. However, reimbursement 
for transportation prov ided by parents or public carriers often can be arranged by approv al of 
the state department of education. In special cases where transpoi-tation is not provided, 
parents and other transporters shoiild *)e reimbursed b> the state for providing transporta- 
tion. * . , 

State Aid . • ' 

Special transportation is.providcd for handicapped children with an average of 70-80% of 
this cost funded. b> the state. Presei;itly 41 states assist with the funding oL'.ransportation 
services, . " ' * - ^i*.. 

Transportation services for handicapped adults vary throughout the states and local 
cummuniti^*s. Man> nonprofit public and private organizations have begun to develop and 
provide special transportation s>stems. Mass transit authorities should include such services 
in their planning and the programs should be subsidized b^ederal and state gi ants.'° 

RESEARCH . 

Basic and applied research is a critical compontint of a network of services for the.HIMR 
population. Both biomedical and behavioral studies are needed t^ better conceptualize and 
establish quality treatment pru^iams. Such research should include audiolog> and medicine 
(for e.xample, the effectiveness of audiologic measures such as evoked response audiometr>, 
identification and prevention techniques, evaluation of treatment modalities, and so on ^ 
instructional techniques including. studies of cognition and the learning process, the de- 
velopment of specialized educational approaches, and so forth, organizational serv ice models 
(for example, research to demonstrate the efficacy of innovative administrative arrange- 
ments, coordination of services, preparation of professionals, and so on), and educational 
diagnoses (for example, v alid and reliable methods of assessment, observation of dev elopmen- 
taj patterns, and soon). / . , , 

^ Three levels of research activities, as they apply to HIMR persons, are essential: (1) the 
acquisition of descriptive data (factual data concerning the magnitude and nature of educa 
tional needs collected through formalized surveys and so on)^' to assist in educational 
planning, (2) activities requiring actual experimental de^gn, investigation, and in»depth 
stud>, and (3) the implementation of empirically developed innovative techniques in dem- 
onstration* projects to test their effectiveness longitudinally. • * ^ 

Specific areas of needed research could include increased investigation in areas such as 
the biochemistry of thegenetics of deafness, the effect of various modes of habilitation, and the 



Kffect of hearing loss on mental retardation. 
^ More definitive measures mu! 



must.be taken to establish ongoing, cooperative research pro- 
grarhs. One example is a unique nationwide network of professionals called Research Utiliza 
tion Specialists (RUS), which was established in 1969.'^ This tcamJs charged with the 
responsibilit> of identif> ing promising research findings and Qther new information that will 
assist in improv ing rehabilitation serv ices. Additional research agencies include the Bureau of 
Education for the Handicapped (Research and Tiaining Centers Division), which sponsors 
three mental retardation research and training centers. Maternal and Child Health, U.S. 
Department of Health Education, and Welfare, which supports research to extend and im 
prove health services to mothers and children (for example, preventive measures, training of 
personnel, and so on), and the National Institutes of Health (that is, the National Institute of 
Child Health and Human Development, the National Institute of Neurological Diseases and 
Stroke, and the National Institute of Mental Health), which also sponsors research relcvantto 
the HIMR population. Addresses for these agencies and the RSA Division of Developmental 
Disabilitie&appear in Ap')5endi;c C. 

^°For additional sources of information, Qonsuh. Trausportatiou for the HaiuHcapfKu!, Selected Referettcei. 
\Vaslungtun, D.C.^ Department of Transportation, OffiBc uf Admrnistratuc Operations, L(brar> Seniles DtMsiun 
(November t969). 

^'Thc Offjcc of Demographic Studies, Gallaudct College, Washington,t).C.. could be charged with this responsi- 
bility. ' ■ - 

^'Presentl>, there are nine states that have expenm^'nial RUS projects attached t6 their vocational rehabiluation 
agencies. The> arc California, Massachusetts, New Jersey, Virginia, Alabama, Wisconsin^ Texas, Missouri, and^Ltah. 
These experimental demonstrationsarc funded principally through SRS^^ydth the stale agencies conUibuiiogai Icasi 
10%of project cost. Initiated in 1969 as six-year grants, thc> arc testing the jalue and \ lability of this kind of approach 
to iocroasing thc^use of rehabilitation rcseahrh (Baker and Glaser, 1973^19^1, p. 26). X"^*^ 
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Resources available for this project did not'*permit the staff to conduct an extensive 
manpower study in the area of hearing impairment and mental retardation. Sucffa study 
would require at least two years as well as funding beyond that which w as provided. However, 
the staff and Steering Committee did take steps to identif> trends in manpuwei training and 
utilization. More specifically,. the> determined which practices appeared exemplar> and 
worthy of further study and emulation. * , ' . • * 

The literature on manpower was studied and datajrom most of the public da> school and 
residential programs for the deaf and.the mentally retarded were reviewed. This infurmatiun 
was compared with data from a previous study by Anderson (1966). It still appears that must 
children with bearing impairment and severe menttil retardation attending dd> schools and 
residentiall> biased programs are taught b> teachers who have fur mal preparation m the field 
of mental retardation. In contrast, there is a definite trend among prggrams for the hearing 
impaii*ed to utilize educators of the deaf to teach the hearing-impaired mentally retarded. 
Most of these teachers currently use manual pr<.ombined communication methods. Our study 
did suggest', how ever, that increasing numbers of children with mild to moderate licai ing loss 
and jntellectual impairment are now in public day school classrooms using oral methods of 
communication.. ^ ^ 

At least 25 teacher training prograpis for.the deaf do provide some course work in mental 
retardation, as well as practicum experience in centers for the mentally reiai ded. B\ the same 
token, training program directors are quick to point out that the\ are exposing their students 
to multiply handicapped childreA, but not necessarily to children who ai\e specific. "!j diag- 
nosed as hearing- innipaired mentally retarded. Si mi larl>, training programs for teachers of the 
mentall> retarded are also t??riphasl^Iag increased experience with multiply handicapped 
j!>opulations. In contrast? little evidence was found that these training programs expose their 
teachers of the mentally retarded to course work and practicum experience in management of 
head rig-im paired persons. ' ^ 

Six state institutions for the mentall-y retarded and;seven state programs Jpr the deaf 
identified as having exemplar> programs for HIM R persons were \ isited. The staff was able to 
obtain current information on their populations, services provided, curricula used, and 
manpower needs* Administrators^and teachers.jn these programs tended to agree that when' 
the primary goal is educational and when the child's hearing loss is significant (moderate to 
profound), the teachers should have their primary preparation in^'the area of deafness, with 
supplemental training and experience in mental retardation. Professionals worling in pro- 
grams for the HIMR also felt that teachers of the hearing ipipai red needed more preparation in 
cuiVicrlar design, similar to that found in programs preparing teachers of the mentally 
retarded. They recommended that the National Media and Materials Center for Education of 
the Handicapped, housed at Ohio State University, work with teachers in centers for the 
hearing-impai^ J mentally retarded to assist them in developing more appropriate curricular 
materials. j 

Using the mgst conservative estimates of need, at least 2000 teachers of the hearing* 
impaired mentally retarcled could be employed immediately throughout the United States. 
Increased federal support for university programs to implement five-year pkins for prepaia- 
tion of professionals in this priority area is highly recommended. 

Data on overall manpower needs to serve adults with severc\hearing impairment and 
mental retardation are }iot available. Several variables contribute to the absence of these 
data. Many institutions for the adult^mentally retarded do not have audiologic services and 
cannot report the prevalence of hearing impairment among their populations. None of the 
agencies contacted could provide data on the prevalence of hearing loss or other communica- 
.tive disorders in noninstitutionalized mentally retarded adulis. There is obvious need for 
increased numbers of audiologists, speech pathologists, and teachers of the hearing impaired 
to serve in programs for the mentally retarded. Sampling data indicate that at least 10% of the 
mentally retarded have significant hearing loss and several studies have shown the prevalence 
of hearing loss among certain mentally retarded populations to be as high as 25%. Other 
communicative disorders, depending on the age span of the populatipq, canxange from 50 to 

Many institutional programs for mentally retarded adults do^iot make foimal provisions 
for continuing education beyond age 18. Also, there appears to bea , rend for .some of the larger 
institutions to use fewer professionals for direct patient care and recreational activities, 
instead, large numbers of paraprofessiona Is are used to work under the direct supei vision of a 
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limited number of professionals. More in-depth longitudinal e\aluation studies of this service 
delivery arrangement are needed. ' ^ 

Although the new Vocational Rehabilitation Act calls for increased services to se\erel> 
disabled adults* little evidence currcntiv exists to suggest that* per capita, significant in- 
creases are occurring in the number of qualified staff employed or the number of persons 
served. , * ' » 

Additional research efforts related to personnel training and utilization are needed to 
assist the advancement of services. Heightened visibilit> has alrcad> begun to foster added 
intcrest'injhe expansion of services for HIMR persons. Additional teacher training programs 
arc considering the prospects of preparing personnel specificall> in the area of deafness and 
mental retAfdation, The Universitv of Wisconsin is onl> one of several institutions planning 
and developing new programs. States such as Oregon and New York have developed plans for 
comprehensive services for the hearing impaired and specificall> designated the HIMR 
population as a priority. , * . 

A major manpower stud> is essential and would add impetus to the development of 
quality comprehensive services for the HIMR population. However, manpower needs cannot 
bt realized fjjll> until more service programs become operational. This will eventuall> allow 
HIMR persons to have greater access to improved assessment and directional procedures b> 
more qualified personnel. 

USE OF INTERDISCIPLINARY PERSONNEL 

An intet disciplinary professional team is; required to dclivei comprehensive services to 
the HIMR population, The team needs. to function within a broad spectrum ofserv ices dealing 
with prevention, identification, assessment, diagnosis, educational programming, reassess- 
ment, parental oi guardian education and guidance, vocational preparation and placement, 
social and recreational programming, living accommodations, and longitudinal evaluation* 
It was not possible in this document to specifv new or rev ised qualifications for all personnel 
needed to work with the HIMR population. Nor could we, using an> research or empirical 
data, begin to prov ide specific staff-to-client ratios or quantitate representation from each 
personnel specialty. Final staffing patterns depend on program facilities and objectives 
established to meet client needs. 

The qualifications and responsibilities recommended for each staff member b> the rc 
spective professional organizations tend to be greater than those required b> most state 
agencies. For more detailed information concerning such progfjim staff, consuft the appro- 
priate professional organizations listed in Appendix C. 

PROFESSIONAL AND PARAPROFESSIONAL TRAINING PROGRAMS 

Man> professionals and paraproTessiolials are responsible for the style of life an HIMR 
person will experience both currently and in the future. To give an overview of professional 
training needs, this section is div ided into two major categories.XO preservice training and (2) 
in-service training including continuing education, 

Preservice Training 

Due to the present lack of substantial services, k is: difficult to specify definite sets.of 
criteria for paraprof^ssional or undergraduate and graduate level professional training pro 
gtams. Perhaps this circumstaticc will change rapidly as more definitive measures are taken 
to establish comprehensive service delivery systems and as these systems identify the con 
imuumofskills needed and tasks to be performed. Some basic principles governing pi eserv ice 
training programs foi professionals appear to have consensus among university faculty and 
program managers contacted dur|ng the project:^ 

• A "conipeterlcy-based" approach for professional preparation is flesiraK . scientifi- 
cally determined competencies should serve as the basic criteria on which to build 
course work including the presentation of theory and development of skills. 

• An interdisciplinary curriculum concerned with human dynamics is needed that will 
include iiuch areas as child development, general and specific learning disabilities, 
psychology (for example, principles of behavior modifications), speech/language de- 
velopmenl, and management of hearing impairment and mental retardation. 

. • Special attention must be given to training that provides more intensive piactica with 
multiple handicaps and no\ single categorical disabilities* 
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• Management skills in working with persons having hearing loss should be stressed. 

• "Systems" training in needs assessment and program planning for the hearing im- 
paired and mentally retarded is needed. 

• Training is needed to better understand learning phenomena and effective methods of 
breaking down the learning process into components necessary for persons with com- 
bined sensory and intellectual deficits and their effect on perceptual, receptive, cogni- 

V tive, and expressive ability. 

• Special exposure to the spectrum of communication methods should be required. 

• Opportunities to use a yariet} of teaching techniques and materials and io develop 
curricula arc necessary. 

• Practicuni experience with parent counseling and instruction and infant ev^aluation is 
essential. 

• Visits should be provided to several types of service programs and include practicum 
experiences m a variety of settings serving preschool, school-age, and adult HIMR 
persons. Ideall> , professional preparation.w ill include contact with regional or single- 
source ser\ ice centers, residential schools, public school programs, clinics, and so forth, 
so trainees can gain a realistic overview of the comprehensive needs of HIMR persons. 

There is a definite need to evaluate the present system of professional preparation,. 
Qualified personnel must be available to meet the needs of^IMR persons. Inadequacies and ^ 
deficiencies in. professional training, according to the teachers and administrators inter- ^ 
\iewed during the project, is one present barrier to the establishment of quality programs. 



/V 



In-Service and Continuing Education 

Additional training of professional and parapro'fessic^nal staff can enable HIMR programs 
to be upgraded continually. Through well-established in-service and continuing education 
programs, program staff should be gi\cn the opportunif> to impro\e their skills and acquire 
new techniques (foi example, a course in manual communication). The fuur principal groups 
that will be interested in additional training are: / ! 

• Regular education personnel such as teachers, counselors, and administrators ^who 
have an interest in or a need to become more knowledgeable about the needs of HIMR 
persons^^; I j 

• Special education personnel such as teachers cf the deaf or mentally retarded, teacher 
aides, and administrators who need additional skills as they create programs for jHIMR 
persons or advance in position; / 

• Specfal education personnel whoare initially trained in the area of HIMR and who need 
to remain abreast of new techniques and recent research findings; and . / 

• Parents, guardians, and other key persons whij) are involved in some way wi^h HIMR 
persons and who desire or need to acquire information and skills to deal effectively with 
this group. . y / 

A variety. of educational programs arc possible. Location with regard to availability of 
resources and immediate needs of personnel will influoiice the kind of training program that 
will be needed. A plan for each staff member and for thf total staff should be developed and 
may include: . , 



• Guest speakers (representatives from all related disciplines), 
^ Films and other media-oriented presentations, \ 

• Visits to other programs (this shali include HIMR pipgrams as well as tho^se in related 
fields), ' , : \ 

• College and university courses (for credit if possible)! 
© Seminars and-workshops, ^ j 
.• In-house meetings (this will provide the program staff .an opportunity |o share ideas 

and evaluate their entire program), \ 

^ \ 

^*Thc Bureau of Educaiiona! Personnel Dcvclopmcni (Educalion Profession^ Dcvclopmenl /^lI— PL 90-35) and 
(he Bureau of Education for the Handicapped presentl> fund programs that proydc special education training for 
regular education personnel. 
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• Individualized courses of study, and 

• Institutes and conferences uith specific assignments foi staff according to theii needs, 
* * andnh^' program needs, 

Ideall\, i|ie uni\ersitv -affiliated facilit> concept is designed to facilitate in-ser\ice pro- 
grams and c reave an effective foundation for ongoingcoopei a ti\c education (see next section). 
For example, if tm; appropriate resources were a\ailable, a residential school could affiliate 
with a nearbv univVrsitv or college and establish a comprehensive in-service program. This 
same principle is applicable to man> kinds of agencies that wish to share resources. Special- 
education public school programs, univ ersi ties, single-source serv ice centers, and community 
mental health centers for HIMR persons can assist one another to provide in-service and 
continuing education if repiesentatives from each w ill develop and implement a plan for such 
a program.. 

Two cogent pomts must be emphasi/.ed for these programs. (I) continuing education is 
essential for all personnel who are in contact w ith HIMR persons, and (2) continuing educa 
tion oi in-service training programs must be interdisciplinary in nature to accommodate the 
total needs of HIMR persons. 

University-Affiliated Facilities (UAF) 

A university-affiliated facility is defined as: 

A university-based or university-affiliated interdisciplinary program for the de- . 
velopment of skilled manpower in the field of rnental retardation and other de- 
velopmental disabilities. (Grossman, 1973, p. 163) 



The princTpal concern of a universilv -affiliated facility is to provide an environment for 
the clinical training of professional and technical personnel. This approach to training en 
hances communication among the many disciplines needed to supply valid comprehensive 
diagnostic services and encourages the use of a full range of services for the multiply handi- 
capped. Core training within each discipline is accomplished in that tfie special educator at 
the UAF is responsible for instructing medical students, psychologists, and social workers as 
well as students majoring in special education. These procedures could help provide a clearer 
understanding of the needs of HIMR persons. 

The Mental Retardation Act of 1963, a federally assisted program, was authorized under 
PL 88-164 to grant pro\ isions for. the construction of univ ersity -affiliated facilities for persons 
who are developmentall> disabled. It has been extended under the auspices of the Develop- 
mental Disabilities Serv ices and Facilities Construction Act of 1 970 (PL 9U5 17). At least 20 of 
these facilities were approved for funding.^** 

Personnel Policies 

Facilities should maintain an accui ate and readily available description of theii progiam 
and personnel policies. This written document should include: 

•^Information concerning salary schedules, sick leav e, v acatiort time, health benefits, and 
so on; 

• Provisioi^s fi^r periodic employee evaluations; 

• Pro vis ions, for appropriate staff training programs that provide an orientation for all 
new eiliployees to acquaint them with program philosophy, objectives, and practices, 

• Enforcement of appropriate staff-to-client ratios and criteria for admission in accor- 
dance with individual sta*te legislation or regulations when mandated; 

• Provisions for staff members to improve their skills by 

— attending staff meetings, conferences, and workshops 

— visiting other facilities 

— participating in professional organizations 

— having access to current literature in the field; and 

• Provisions for regular interdisciplinary staff meetings to discuss and recommend 
necessary action on such matters as current program policies, assessment, placement, 
and development of individualized progranris. 

^*l'i}t a Lumplctc list uf univcrsUV'<^fftIia(cd ftKiiiUcb LunsuU A/t'/i/ti/ Rttanhttou Comtruction Program, Supcnn 
tcntlcni of Docunicnis. U.S. Go\crnni$:nt Priming OfHcc, Washington, D.C. 20402. 
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The.recommehdations in this chapter represent, with few exceptions, concensus positions 
taken by the Steering^Committee and participants at the Airlie House and Hunt Valley 
Conferences. The rationale for each recommendation can be found in the text or in the 
resolutions from the Hunt Valley Conference (see Appendix B). 

Governmental agencies, program administrators, and others working to implement the 
recomnrjendations should keep in mind the special needs of the total population from infanc> 
through adulthood. Continued stud> and planning is imperative to identify the most promis- 
ing and practical procedures for meeting the disparate needs of the hearing-impaired men- 
tally retarded adult population. In addition, recommendations generated nationally often fail 
to consider issues and questions at the state.or local level. The issues and questions presented 
to participants at the Hunt Valley Conference precede the recommendations as a means of 
orienting the reader to the types of questions for which answers and actions are needed. It w ill 
become evident that several questions raised in each category were not or could not be 
addressed in the section on recommendations. 

Persons studying these issues and deriving answers to the questions that follow should 
give special consideration to (1) interagency service coordination (health, education, welfare, 
or social services), (2) national, state, and local interfacing of service provision, and (3) service 
needs for the total population from infancy through adulthood. 

Hopefully , state and local program authorities (including parent and guardian advocates) 
will use this material in effecting quality services. 



ISSUES 

A. Legislation 

By 1980, comprehensive services to meet the needs of the hearing-impaired mentally 
retarded (HIMR) population should be developed and operational. Legislation can serve as 
a primary force and catalyst in. effecting program development and implementation of 
comprehensive services. 

1 . What should the legal responsibilities be at the national, state, and local levels for the 
health, education, and welfare of HIMR children and adults? 

2. What existing legislation holds the most promise for the HIMR population? 

3. Does existing legislation provide for meeting the needs of this population? 

4. What legal barriers exist? 

5. What additional legislation is needed at each governmental level to provide adequate 
services for children? adults? ^ 

6. Does the HIMR population require a special legislative; package (for example, similar 
to the deaf-blind)? ' 

7. What specific legislative actions should be taken? ^ 

8. Should federal or state legislation give one agency total responsibility for a full 
continuum of services? 

9. Should legislation require interagency coordination to achieve full services? 

10. Should any agency be given legislative authority to initiate legal action to ensure 
comprehensive servrces (for example, the National Center for Law and the Handi- 
capped)? 

The existence of legislation may not ensure comprehensive services to all HIMR 
persons. Although programmatic standards, regulatory procedures, and enforcement au 
thority are an integral part of legislation many agencies currently use generic or limited 
management criteria. 

1. What program standards are needed to ensure quality comprehensive services fur the 
target population? 

2. What relationship should ejtist between legislation and the establishment of program 
standards (in principle and in practice)? 

3. , Do legal provisions requiring the use of specific procedures assist or prevent im- 
plementation of effective programming (for example, formal PPE systems, definitive 
modes of communication, due process procedures, and so on)? 
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B. Financing 

Realistic financial resources are required toMmplement and maintain quality com- 
prehensive services for the HIMR population. Presently, no single governmental agency 
has been given total responsibility for funding the full continuum of services. However, 
Senate Bill 6 (HR 70) would provide for federal funding on the state and local level based on 
a determined average of program costs for various types of handicapping conditions. 

1 Do reliable and valid procedures exist for deter.nining actual costs of services for the 
HIMR population (public and private day and residential schools; institutions)? 

2. What are the areas of greatest financial need in order to achieve a comprehensive 
network of services for theHIMR population (training, research, programming, and so 
on)? / 

3. How cah^we develop cost-effective budgeting procedures? 

4. Do we have systems for projecting costs of quality programs and services? 

5. Where should funding come from for this population? 

6. How can we interface funds for services among existing agencies? 

7 Is there a preferred, effective procedure for transferring funds across political subdivi- 
sions to cover the costs of service (counties, states, regions, and so on)? 

8. What funding formula(s) would be most effective to permit coverage of costs (federal, 
state, local)? 

. 9^ What has happened to state and local programs when federal catalytic monies have 
expired? 

0 

Developmentally disabled persons can place a tremendous economic hardship on 
their families. Purchasing comprehensive^ervices can be devastating without some kind of 
subsidization. Governmental support for certain expenditures is a possible answer to this 
problem, One approach, commonly referred to as income maintenance,*involves financial 
support of expenses incurred by the developmentally disabled person's family to maintain 
a minimal standard of living. It is based on a cost formula involving individual family 
ihcome and expenses. ^ \ ' \ 

1 What, if any, action should be taken to ensure income nlaintenance for families of the 
HIMR? 

C. Admlnlstfatlon/Organlzatlonal Structure 

A well-designed and coordinated administrative structq^re is required to ensure both 
the provision of services and program effectiveness. 

1. What administrative clesign(s) would ensure the provision of effective services'( fed- 
eral, state, local)? 

2 What are the most critical problems faced by program administrators in providing for 
each HIMR person (federal, state, local? public, private)? 

3 Should there be a centralized interagency structure to plan and coordinate the provi- 
sion of comprehensive services? * . - 

4. What are the primary barriers to comprehensive planning and programming? 

5 In meeting the long-term needs of the HIMR population, are "single-source" agencies 

(agencies that acjdress themselves to,the life-long planning and management of each 

HIMR^^person) /easible and desirable? 

6. What special expertis<? is requirved of an administrator in an HIMR program? 

7/ What criteria or systpms should pe used by administrators in determining program 
effectiveness? 

8, Should administrators be required to delineate program standards tobecomeeligible 
for funding? 

9. What factors influence the implementation of a formal management*by-objectives 
program? <* ' \ 

' 10. As an administrator, what personnel do you feel are most needed to operate a prugi am 
for the HIMR populatiion? 

II. Is a minimal HIMR population required to maintain a viable cost-effective service? 
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12. What data systems are most vital to the planning, operation, and evaluation of 
services? 

D. Identification and Assessment 

Early identification of both auditory impairment and mental retardation should' 
facilitate early intervention in habilitation programs. 

1. What. critical problems exist regarding the early identification of this target popula- 
. tion? 

2. Who is best equipped to conduct and participate in early identification programs? 

3. What are the key parameters of identification? 

4. What steps must be taken to effect quality identification systems? 

Comprehensive assessments of an individual should be available and should comple- 
ment the development of his or her individual program plan at each stage of development. 

1. What are.the most-appropriate assessment systems?^ \ 

2. What personnel should be mvolved in the assessment process? 

3. What special competencies are needed by assessment personnel to accurately identify 
combined hearing impairment and mental retardation? 

4. What are the most effective procedures specifically applicable to the HIMR popula- 
tion? 

5. How do we ensure the availability of quality comprehensive assessment (regional 
diagnostic centers, mobile units, and so on)? 

6. How should assessment services be coordinated (what agencies, and so on)? 

7. What are the critical barriers, to establishing quality assessment service? 

8. What is the role of assessment in accountability systems or program evaluation? 

9. How do you ensure continual assessment and f6llow-up care? 

1 0. What is the role of assessment personnel in individual program placement, direction, 
and long-term monitoring? , 

11. Should special training programs be developed for personnel, to serve specifically in 
identification and assessment programs for the HIMR population? 

12. Do assessment personnel need special communication skills and techniques (for 
example, total communication procedures)? ' 

13. Do assessment responsibilities and skills differ for children vs adults? 

E. Teaching, Management, and SuRervision 

Program content should be designed to prepare the HIMR population for meaningful 
and producti.ve-.'liyes. Many variables such as age, degree of impairment, family 
background, and environmentaLneeds will influence the creation and management of 
effective individual program plans. Some members of this target population need life-long 
services that are instructional, habilitative, vocational, social, and recreational. Many 
professionals and parjiprofessionals become involved in developing and providing a se- 
quential program'bf teaching, management, and supervision, 

1. Should instructional programs be available to HIMR adults as well as to children 
through a life-long educational program? 

2. What modifications within existing programs should be implemented to effect a 
sequenced learning program from childhood through adulthood? 

3. What are the most critical issues (barriers) facing workers with the HIMR population 
(teachers, social workers, rehabilitation counselors, and so on)? 

4. What specific actions should be taken to resolve these critical issues? 

5. After listing the most effective techniques used with the HIMR population for.instruc- 
tion, vocational placement, recreation, and so on, discuss the advantages .and disad- 
vantages of each (McGinnis Method, SALT program, total communication, and so on) 
Be sure to state whether a specific technique is more effective with certain living- 
educational arrangements (for example, institutions or day schools). 
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6. What significant differences exist between a curriculum for the HIMR group vs other 
developmcntally disabled populations? 

7. What, if any, .special curriculum materials or guides are needed? 
8 What program rules and regulations affect the type and quality^of services that can be 

provided (teacher/pupil or counselor/client ratios, and so on)? 

9. What kinds of regulatory measures sbould exist to ensure effective individual pro- 
gramming? 

.10. What special competencies arc required of workers with this target population (for 
example, communication skills)? 

11. What special certification criteria, if any, should be established for the different 
personnel working with HIMR populations? 

12. What training opportunities arc most important (within preservice preparation and 
inservice and continuing education' programs)? 

13. What guidelines are necessary in defining professional/paraprofessional roles? 

14. What arc the five to 10 most important actions that can be taken to ensure client- 
' centered programming? 

F. Professlonal/Paraprofesslonal Preparation and Utilization 

HIMR programs need qualified personnel to assume a variety of responsibilities. At 
present, little consensus exists for the type of personnel needed or the nature of their 
training. ^ 

I What personnel are most needed to create a comprehensive program for the HIMR 
population? 

2. What special competencies do these personnel need? 

3 What types of training programs are most needed (university preservice, short-term 
specialty training as a part of inService or continuing education, and so on)? 

4 What arc the essential components of academic and practicum preparation for each 
worker? ' » 

5. Should and can present training programs in deafness or mental retardation be 
modified to accommodate the need for teachers (or other personnel) to serve the HIMR 
population? 

^. What faculty are necessary and who are best equipped to provide training in this 
specialty area? j 

7. Should professional preparation in this specialty area occur at the graduate level? 

8. Should special training programs be established? If so, how many are needed^? 

9. What funding is most needed? 4^ 

Paraprofessional staff can assume principal roles in effecting quality programs. How- 
ever, numerous questions about their training and responsibilities remain unanswered. 
Also, the concept of the paraprofessional is under reconsideration. Some people prefer the 
"lead agent" concept. A lead agent concept of paraprofessional/professional indicates the 
lead person who is managing specific program a$pects and has adjunct professional 
services In such a system, personnel seQ:£j)oth in professional and paraprofessional roles 
as a function of client-centered objectives. If the problem is primarily medical, other 
personnel providing services to help meet the medical objective are paramedical. If the 
prime objective based upon client-centered goals is educational, then adjunct services are 
paraeducational. If the major objective is recreational, then adjunct actions become 
pararecreationaL * ' 

1. Identify the paraprbfessionals who are most needed (ward aides, houseparents, 
teacher aides, and so On). 

2. In principle, what should be the components of their training program? 

3. Where should their training occur? 

4. What are the most effective training models to use? ' 

5. How can paraprofessionals ht retrained and are reclassifications necessary to accom- 
modate more of the paraprofe^sional's needs (for example, salary and status)? 
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6. What is the role of and utilization foi interpreters in comprehensi\e programming for 
HIMR persons? 

^Most stale education agencies have a legal responsibility to evaluate the quality of 
programming provided for the handicapped. However, additional regulator) measures 
often need to be developed and enforced to ensure effective programming. 

1. Are special certification requirements needed for personnel (professional and para- 
professional) who are working with the HIMR population? 

2. If. so, what are the additional certification requirements needed? 

3. Should there be special accreditation standards for HIMR training programs? 

^The implementation of comprehensive services for the HIMR population requires a 
good estimate of both current and future manpower needs. 

1. What is the market (present and.future) for trained personnel in the area of hearing 
impairment combined with mental retardation?' 

2. What would be the most effective methods to attract personnel into this special t> area, 
(professionals and paraprofessionals)? * 



RECOMMENDATIONS 

A. Legislation . 

1 . Professionals, parents, and public officials should continue pressing American society 
and political institutions to guarantee equal rights for America's handicapped per- 
sons. 

2. Present legislation under Part C of the Education of the Handicapped Act should 
include provisions for and funding of programs for all children and young adults 
suspected of having at least one sensor> impairment in addition to an> other suspected 
handicapping conditions. In addition, legislation should assure that. all adults with 
hearing impairment and mental retardation be provided comprehensive health care, 
counseling, and vocational services as needed. 

3. Legislation in each, stale should designate a single-source (directional) agency em- 
powered to involve appropriate agencies and to oversee the provision of all necessary 
and appropriate services needed by HIMk persons throughout their lives. 

4. Legislation should be considered by the states to mandate year-round educational 
services for hearing-impaired mentally retarded persons from birth through at least 2 1 
years of age. 

5. Through legislation, Congress should assure that the secrclai;y of HEW or other 
appropriate executive officers establish guidelines that prov ide professional standards 
for health, educational service, and standards of minimum human care in all federal 
programs relating to HJMR individuals. Thcsccrctary of HEW should seek advice from 
professional authorities in establishing these guidelines. . 

6. Through legislation. Congress should assure that the secretary of, HEW or other 
appropriate e;(ecutivcofficers require that all agencies (public or private) specify their 
procedures for insuring compliancci with established professional standards for 
health, educational services, and hunian care in all federally supported programs for 
persons with hearing impairmehl and mental retardation. If no such standards exist, 
said agencies should specify the steps they will take in meeting standards to resolve 
current problems related to client health, education, and human care services. 

B. Financing 

1. Federal legislation should be enacted authorizing commitment of public resources 
specifically for developmeAl of programs for hearing-impaired^mcntally retarded 
persons. ^ . ^ . \ 

2. Demonstration models should be funded and established by uViiversitj^-affiliated 
, facilities or other appropriate institutions and agencies 'to. begin to serve the unmet 

' needs of HIMR indi^^iduals. In addition to pfovidfn| needed services, such programs 
should maintain adequate assessment and evaluation processes from which cost* 
benefit and cost-efficient da fa may jpe collected, hnalyzed^ and^disseminated to ap- 
I. proRriate agencies. ' ^ ^ . 
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3, Funding should be used to develop and implement (1) a number of niodel educational 
•centers for hearing-impaired meniall> retarded persons to be established by federal 
funding in both residential and da>-class settings to provide optimum service to this 
population and adequate practicum experience for professional and paraprofessional 
training and (2) four or fi\e centers for the hearing-impaired mentally retarded to serve 
as model demonstration programs for paraprofessional preparation with the option 
that additional centers be funded based on recommendations from the original de- 
monstration centers and as a result of findings from the Office of Demographic Studies, 
Gallauder College, Washington, D.C. 

4 Federal funding should be pro\ided for the support of professional/paraprofessional 
special i/ed preparation programs, such support should be regional and determined on 
the basis of appropriate criteria including (!) interest and commitment of the institu- 
. tion, (2) internal/external resources and facilities available,(3) appropriate practicum 
opportunities, and (4) availability of diagnostic services with special expertise in 
working with multiple handicaps, 

5. Federal funds should be made available on a matching basis to the states for the 
specific purpose of providing comprehensive assessment^services. 

6 The American Speech and Hearing Association's report should call attention to the 
fact that HIMR persons comprise only one such target population; therefore, future 
activitiesof thefundingagenc) shouldconsiderexaminingother target populations as 
potential priorities for services. 

C. Administration/Organizational Structure 

1. Definition of the HEMR I^opulation 

It is recpn^mended that governmental agencies and programs use the following 
description in.defining hearing-impaired" mentally retarded persons: 

Those individuals who have hearing impairment, sub average general 
intellectual functioning, and deficits in adaptive behavior. The combination 
of these three factors requires services b6yond those traditionally needed by 
persons with either mental retardation or hearing impairment alone. 

2. Governmental Agencies and Professional Organizations 

a Appropriate governmental agencies (for example, BEH) and professional organiza- 
tions should designate the HIMR as a priority target population. They should (1) 
exert pressure to formulate governmental policies committing public resources to 
quality comprehensive services for the HIMR, (2) assist in the reinterpretation of 
existing legij^lation to serve this population adequately, and (3) amend regulations 
and guidelines of goal-oriented^^ programs to identify the HIMR population as 
tiligible for semces in a national service priority. 

b The federal government should assume the responsibility for stimulating the de- 
velopment of a continuing life program that includes health, education, living 
environments* and occupational and recreational opportunities as they relate to the 
persisting problems of this target population. * 

c. The secretary of the Department of Health, Education, and Welfare should be 
charged with determining and providing a.mechanism for (1) reviewing the status 
and development of services for the hearing-impaired mentally retarded popula- 
tion from birth to death; (2) setting objectives, standards^ and data procedures for 

r educational andotherservice.s required by thehearing-fnipaired mentally retarded 
population; (3) determining priorities in advancingservices, research, and program 
evaluation; and (4) advocating implementation of priority services through such 
'strategies as drafting model legislation, undertaking public education, and dis- 
• • .seminatiVig information to professional practitioners. 

^ d Agencies involved with hearing-impaired'mentally retardl^d persons should as- ' 
sume a level of responsibility for services as designated by the figure on p. 114 . 



''0Jal1)rientocl programs refeispartiulLirK to linW-adiuinistcrvil programsin De\elopmcnlal Disabilities (PL 
517), Aid to Cliildrcn jti State Supported SLhotiN(PL 89.313), Educattonal StatcGranis(PL9l.230, Title Vl-B), 
Vocational Rehabilitation Grants (PL 66-263). liSEA. Titles rand Ml (PLSQ-IOj, Votational Kdu(.ation5tatc Grams 
(PL 90 576). Head Star! (PL 92-424), Public Health Sen icO Act. Section 314 d, and Maternal and Child Health and 
Crippled Childrcirs Sti^te Gfants (Social )?eeurlty Act» TitlJ V). 
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An appropriate agency or institution (for example, the Office for Handicapped In- 
dividualsor the National Institutes of Health) should assume responsibility for de- 
veloping (l)a standardized system of tlas^fication for the handicapped population 
and (2) a standardized comprehensive diagnostic system. Both systems should be. 
applicable and easily adaptable to HIMR pei^sons. 

f. The newly estaWished office of the handicapped should be charged to include the 
hearing-impaired mentally retarded population within the scope of its clearing- 

. house services. 

g. State departments of education should give priority funding to support programs 
for professional training of HIMR schooLpersonnel, employment of allied profes- 
sionals, and in-service training in the management of HIMR pupils. 

h. Governmental agencies and professional organizations should publish additional 
literature specifically relevant to the dual handicap of hearing impairment and 
mental retardation. It should consist of three kinds of information: 

• New program management literature for profe3sionals in the'field, 

• Information for the general public (3uch as that published by the Superintendent 
of Documents, U.S. Government Printing Office, Washington, D.C), and 

• Specially designed instructional literature to be used with and by school-agecl 
HIMR children. 

i. A national Committee for the HIMR sucjh as the one established by the Ailierican 
Speech and Hearing Association should be supported federally. It should be com- 
posed of members from several professional associations invoked with speech and 
hearing, mental retardation, and related-disciplines^** to: 

• Establish and define standards for personnel certification specifically applicable 
to'the HIMR population and 

• Assist with tht* development of standards for evaluating and accrediting educa- 
tional prpgrams for the HIMR. 

j. One or more designated professional organizations should help to establish parent 
groups in^eographi(? areas to meet the needs of parents or guardian^ of the HIMR> 

3. Office of Demographic Suidies 

a. The Office of DeniograplTic Studies should expand its data system and, using 
general operational definitions for the HIMR population, conduct periodic demo- 
graphic stiyiies^on this-group of handicapped persons. 

b. This office should conduct a nationwide survey to idewtify the total HIMR popula- 
§ tion including those ppr^ons present l> receiving services and in needd^er^ices at 

all levels (preschool, school, and adult). Additional ditla should be coll^^ted on (1) 
achievement levels'of HIMR pupils in educational pro-ams; (2) vocational status 
of HIMR adolescjints and adults; (3) number of available personnel certifie(|, to 
teach the hearing impaired, the mentally retarded, and the hearing-impaired m1*n- 
tally retarded, (4) employment needs for professionals and paraprofcssionals who 
are trained to work with HIMR persons; and (5) number of exisring training 
institutions, including data on nature of training and current status of trainees. 

c. The data system should be designed to identify current resources and project future 
needs. 

d. Survey information on resources should be published in a directory and updated 
annually (forexample, in \\\^ American Annals of the Deaf). 

e. The Office of Demographic Studies should disseminate information on the HIMR 
population al regular intervals to all national and state advisory committees'on the 
handicapped and other appropriate agencies and organizations. The secretary (.-f 
the Department of Health, Education, and Welfare should take the necessary steps 
/lequired to ensure adequate funding for this expanded role of the Office of Demq- 
S^i^pphic Studies. 



^*'^\\\. \.K}\\u\\<i\.\\ support uf the AinctKan Spci^h atid Hcanng Assuv.iatiunr thc AmcrKan Associatiuriun Mental 
Dcfiv.^unv.>, am! the Cunfcn;nv.u uf Exuv.uti\us ufT^mcrKan Schools for. thu Deaf is cssuntial. Thusc organizations 
nlrcady have made subslanilal conimitm(n)js to program development for the HIMR. 
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4>Single-Source'Servrce Centers 

a. DiagnostiCi educational, and counseling centers should be established in more 
J states to provide single*source comprehensive differential diagnoses, assessment, 

and lifelong planning for the handicapped in general and specifically for HIMR, 
persons. They should be staffed with qualified diagnostic teams and particularly 
audiojogists and educators of the hearing impaired. These personnel should 
reevaluate each HIMR client annually and provide each with long-term manage- 
ment plans or services. These centers should.be established in defined geographic 
areas wherc^ervices are needed^and operate in coordination with existing pro- - 
grams for the handicapped. * 

b. These centers should provide . * . * 

(a) A data bank or central registry of medical, psychological, educational, and 
other evaluations. This information should be designed to expedite the HIMR's 
placenient and eliminate any duplication of effort. These records should be 

# maintained in an electronic storage and retrieval system for state planning, 
service.pjpyisipn, and research. Built-in safeguards for control of confidential- 
ity are imperative. . - . _ 

(b) A program of prevention, eariy identification, and intervention including a 
high-risk registry. ♦ * * * ^ 

c. Single-source centers should be used as practicum sites for training future profes- 
sionals concerned with hearing impairment and mental retardation as well as other 
handicapping conditions. These centers should serve as. research facilities and 
should disseminate information regarding avallable,services (resources) for the 
handicapped in their region. , 

V - ^ 

5. High-Risk Registry . ' 

a. High-risk registries should be developed ajid implertieijted to facilitate the identifi- 
^ cation of auditory impairment and mental retardation among newborns. 

b. These*regis tries should be incorporated in all hospitals, medical centers, and puolic 
health programs and should use a standardized system of description and classifi- 
cation. 

i * ' 

6. Central Registry 9 . , 

a. ^ task force composed of representatives from appropriate professional disciplines, 
the National CenterJor»HeaJth Statistics, National Center for Educational Statis- 
tics, Office of Demographic Studies, and state data systems should develop a 

.prototype registry and implement itin One or two selected slates committed to 
appropriate and effective programming for all HIMR persons to test the efficacy of 
the registry for possible use nationally. 

b. The central registry should bq designed to accommodate a cooperative interagenc> . 
plan. Data input should be received from all agencies that provide services. for 
HIMR persons.^' 

c. If the prototype registries are determined to be effective, a federal program of 
technical assistance to \\^ states should be established to assist in their'implemen- 
tation throughi)ut the states. 

d. Central registries should protect confidentiality, Written policies governing access 
to individual records must be enforced. 

e. Central registries should beoutput oriented to permit evaluations of service quality 
and th(i success of each HIMR person's program. ^ 



Community Mental Health Centers 

a. Publicly supported comprehensive community mental health programs in defined 
geographic areas should include service units for the !HIMR population and perform 
the following services: day treatment, short-term hospitalizatioiftcrises interven- 
tion, individual group therapy, family therapy, and comprehensive assessment. 



^Tor further information on an inleragcnc> data recording system. coniaLl (he Maryland Data S>s(cm fur (he 
Handicapped, Marylan t State Department of Education, Division of Inst ruction, P.O. Box 8717^ Friendship Interna 
(ional Airport, Bahimoa*. Maryland 21240, telephone (301) 796-8300, ext. 437. \ 
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b. StatO governmental agencies should assume the responsibilit> of setting standards, 
insuring qjualified personnel, evaluating program budgets, and supplying technical 
assistance. • ' 

c. Community mental health programs should function as resources from.u hich other 
community agencies such as single-source service centers, .educational programs, 

y welfare agencies, and courts can purchase consultation and treatment for the.HIMR 

^ population. , 

d. States should g.ive financial support to community mental health programs to 
^ expedite and facilitate the process of upgrading the mental health status of the 
y' 'commuriity at large, especially the multiply handicapped. Revisions of e.xisting 

medical insurance coverage plans for mental illness, more Specifically mental 
. retardation, hearing loss, and emotional disturbance sho'ul^lbc executed! 

8. Advisory Committees , . • ' 

a. The developmental disabilities council within each state should insure the toordi- 
*\ nation of services for all hearing-impaired. mentally retarded persons. 

^b. The National Advisory Council on Developmental Disabilities should recommend 
to the secretary of HEW that a "Request for Proposal" be issued to establish the 
financial and programmatic requirements for inip^lemcnting and mainlaining 
quality comprehensive services for this target population through all apphs^^yiate 
^agencies. . 

Vdvisory committees should develop a specific plan and actively review, evaluate, 
\nd promote services for the HIMR population. 

Advisory committees should hold hearings on the HIMR and formulate goals, 
objectives, and strategics for a comprehensive network of services by 1 980. These 
committee hearings should include interagency departmental and program offi- 
cials; interdisciplinary professionals with expertise in hearing impairment, mental 
retardation, and related areas; and parents and guardians with family members 
receiving 'and needing services. 

e. The National Advisory Committee on the Handicapped should (1) hold hearings on 
present and projected services for the HIMR and (2) recommend that federal 
algencjcs establish the HIMR population as a priority group witKspecial funding for 

^ research, services, and manpower preparation during the ensuing three- to five- 
year period and actively pursue either new legislative provisions or an amendment 
to the i^rescnt legislation establishing deaf-blind programs to include "other seri- 
.ously multiply handicapped." 

f. States npt presently using advisory committees should d'^kc the necessary steps to 
have them established and organized as an official, efficient body to monitor the 
handicap^ed's needs, rights, and services, 

9. National Technical Assistance Center | > 

a. A nationaiftcchnical assistance center for the HIMR should be established |o assist 
with quality program planning, implementation, and evaluation. This technical 
assistance qcntcr should be operational for at least five years with provisions for.an 

' extended period of five years as needed. / 

b. TIic National Technical Assistance Center should cmplpy staff to provide technical 
assistance to single-source service centers for the HIMR, regional demonstration 
centers, and 'educational programs (local and state). 1 , 

c. The tcchnical.center should (1) conduct small group workshops for state and local 
staff concerned with quality programming for the HIMR, (2) collect and disp^ensc 
information concerning quality components of services for the HIMJl, and (3) make 
formal evaluations and recommendations regarding program improvement for 
local, state, and federal agencies. 

10. Learning Resource System 

a. Area Learning Resource Centers (ALRCs) should provide assistance with educa- 
tional media and materials that are specifically applicable to the HIMR population. 
ALRCs should be responsible for (1) locating materials that are appropriate for the 
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HIMR populalio^n, (2) field , testing new materials torevaluate their effectiveness 
with HIMR persons, (3) developing new materials that are applicable to the HIMR 
population, (4).distributing information to teachers and parents of HIMR persons 
and notifying them of available materi^Js, and (5) providing instructions on the use 
of materials including a systematic checkout system for all media. 

b. The National Center for Educational Media and Materials for the Handicapped , 
(NCEMMH), in concert with the network of regional media centers, should be 
ch^arged with the acquisition, review, analysis, .and dissefnination of curriculum 
content, techniques, and related materials for the hearing-impaired mentally re- 

. tarded population to (1) survey existing .curriculum content, techniques, and re- 
lated materials developed within programs for the hearing impaired and programs 
for the mentally retarded that have relevance for the hearing-impaired ment-ally 
retarded population; (2) survey existing materials, techniques, and curricula de- 
veloped by programs serving the hearing-impaired mentally retarded population, 
(3) analy^e the acquired materials, techniques, and curricula to facilitate the gener- 
ation oCguidelines and objectives for evolv ing hearing-impaired mentally retarded ^ 
training/educational programs; (4) conduct regional seminars, and practica ctn 
promising strategies for the hearing-impaired mentally retarded; (5) stimulate 
research and demonstration projects based on the data acquired in the survey, and 
(6) establish procedures that will assure ongoing acquisition, evaluation, and.dis- 
semination of curricula, techniques, and materials appropriate for the hearing- 
impaired mentally retarded population. . 

c. The NCEMMrt should research ihe possibility of scr.ving.asxLnalional hcadqi arters 
for continuing education, advancW study, and professional renewalTor those who 
are working with HIMR persons. These programs should be coordinated by the 
NCEMMH; however, they should be decentralized and not confined to a single 
facility. They should exist in such places as;universities, governmental agencies, 
professional organizations, and leadership training institutes. • 

d. RegionaLResourcc Centers (RRCs) should provide specific assistance.wijh educa- 
tional diagnostic and prescriptive techniques to the HIMR population. 

e. Teachers in programs for the hearingpimpaired mentally retarded should send 
descriptions of their curriculum needs (materials and media) to the NCEMMH. 

Regional Demonstration Centers 

a. Fedeial resources should be committed to creating regional demonstration centers 
for HIMR populations in cooperation with existing regional centers for the hand- 
icapped, university-affiliated prografns willing to develop a special interdiscipli- 
nary training curriculum and prqcticum, and service programs for the hearing 
impaired and the mentally retarded. 

b. Demonstration centers should be funded in at least 20 states and have a catchment 
area of approximately 250,000. Allocation of funds should be mandated for a 
minimum of five years with assurances from participating states that.the programs 
'Will be maintained if federal funds are phased out. 

c. Demonstration centers should serve approximately 20 to 60 HIMR persons at one 
time and carefull> design programs to serve persons w ith jHj degrees of disability as 
well as variances in age rjange (for example, a model center at^an institution for the 
mentally retarded may serve persojis from infancy through adulthood; a school for 
the deaf may maintain a center that accommodates persons from birth to age 21), 

d. Demonstration centers should evaluate and disseminate information on new and 
improved methods for teaching and managing the HIMR population. 

Volunteer Action Groups • . • * 

a. Organized and supervised volunteer service jjrograms such as the Foster Grand- 
parent Program should be created. and established witliip all programs for the 
HIMR. . 

b. An appropriate in-service training.program for volunteers should be established. It 
should include specific program goals and standards. 

c. Volunteers should assist with program activities ihvolving both direct and indirect 
service to the HIMR population. 

: 748.1 ■ . 
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d. A profossiopally suftervis.ccl coordinator of. volunteers or, if necessary^ an entire , 
volunteer service stSFt' should be responsible for a comprehensive volunteer pro- 
gram» natnely recruitmept, training, a^id placement of volunteers, adequate record' 
Keeping, and so on.. ) 

e. volunteer programs should invite and initiate community involvement in as 'sting 
with community activities'for the HIMR population. 

f. Health clearance should.be required of \oluntcers, this regulation should be funded 
by the specific HI.MR program involved. 

g. Regular time periods should be arranged for each volunteer to work with the 
pmfessional staff to facilit^tp program continuity. ^ , p ^ 

h. Special procedui;cs should be established to acknowledge contributions of volun- 
teers. 

i. . An alternate list of "on-call" volunteers should be. established to provide back-up 

support to regular'volunteerslwho are absent from the program. 

13, Information Center . , 

a. A public information ser\ice(f^re.\ample, National Education Information Center 
for the Handicapped) should de\elop information on the dual handicaps of HIMR. 

b. Professional information should be disseminated under the auspices of the Edula- 
^^ional Resources InformatiX)n Center (ERIC), the Clearinghouse for Exceptional 
Children Information Center, the Office for Handicapped Individuals,^' or a pro- 
fessional organization funded for this purpose, i ' 

c. The proposed information center s'brvice should disseminate information with 
respect to (!) current resource^ available to the HIMR population, (2) literature on 
the nature of this dual handicap and (3) special studies on the HIMR population, 

d. Dissemination of information should b.e .accomplished through a \ariety of .media 
and should focus on programs for HIMR persons at all levels (preschool, school age, 
\\m\ adult). . * 

D. Identification and Assessment 

Comprehensi\e diagnostic ser\ices (including treatment) should be pro\ided for al) 
persons detected as high-risk or identified as prospecti\e HIMR persons. These services 
shouJd include pro\ isions for foi ma I screening, identification, assessment, placement, and 
reassessment and be a\ailable through Departments of Education, Mental Health, Public 
l-iealth, or other designated communitv agencies such as single-source service centers,^ 
communit) mental health centers, or uni\ersitv-affiliated facilities. (Almost 60% of. the 
states have placement committ es that assist in determining the appropriate placement of 
each child. Reassessment is presently mandatory in 30% of the states. Efforts must be 
made to increase this requirement [State- Federal Information Clearinghouse for E.xcep- 
tional Children, 1973).) 

1. Prevention ^ • 

' * 
'a. Pre\ en t ion ser\ ices should be implemented as a part of single-source ser\ ice center 

programs or other appropriate communit> programs in coordination u ith public 

health control svstems, information condo ning prevention should be included in 

all single-source ser\ ice center programs, communit) agencies, and other ser\ ices 

concerned with the HIMR population. 

b. Physicians and other appropriate personnel should be sensitized to the needs foi , 
identifying prospective high-risk persons and be trained to accommodate this 
population either through genetic counseling and prenatal screening or through 
referrals to prevention programs. 

c. A high-risk rcgistr) to facilitate the identification of mental retardation and audi- 
tory impairment among newborns should be adopted; this registry should be 

V established as a. part of single-source ser\ ice center, universitv medical center, or 
public health programs. , * 

d. Medjcal care should be a\ailable to all mothers and infants considered to be at risk 



»HJ.S. Dc|>(irlinciu of HciilllK Kducalion. and Wclfaic, Waslunglon» D.C. 20202. 
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for complications during pregnancy, birth, and the postnatal period. This care 
should include such preventive measures as gonetic screening and counseling and 
prenatal health care(for example, immunization programs, screening for the detec- 
tion of infections and metabolic disorders, and so forth). 

Early Identification .and Intervention j 

a. Programs for the early identification of hearing loss and mental retardation in 
infants should be implemented in single-source service centers, universit^v hos- 
pitals, community medical facilities^ or local health departments. These^rogrjims 
should be established Jiationwide arjd should use multiple screening tecnnTtjues as 
well as a high-risk register. When appropriate, the national network of university- 
affiliated facilities should be used to provide training to afl levels of professional 
and paraprofessional staff and shiuld assist jn the coordination of a national 
screening and assessment program'. 

b. The Screening process should be u|>ed in combination with prevention, interven- 
tion, and treatment and not in isolation; this techtiique should require linkage of 
health care, educational, and welfare systems. * 

c. Screening should be viewed as a continuous process beginning at preconception 
.and repeated ring the course of the preschool and scVipol years. Those persons in 

high-risk cj^tcgories should receive more frequent monitoring whereas non-high- 
risk infants should be satisfactorih checked at regular immunization times (about 
four times during the first year) vwth various proc<^ures tailored for a given age. 

d. Screening and assessment should be seen as a dynamic process that continuoi4.sl> 
surveys children in the course of their maturation and development. Scrv'ening 
should not be used as, a labeling process; rather, it should serve as a device for 
delineating appropriate service plans. { 

e. Physicians-in-training and related ancilla/y personnel should receive instruction 
on early identification of hearing loss and mental retardation. 

Assessment ' - * 

a. Additional intcrdisciplinar> diagnostic aSfJcssmcnt teams similar to those existing 
within University -affiliated facilities*, should be available to proyi<Je complete as- 
sessments at all centers for the hearing impaired and mentally retarded in accor- 
dance with the assessment standards of the Joint Commission on Accreditation of 
Hospitals (1 973) and the American Speech and Hearing Association Standards and 
Guidelines for Comprehensive Languagii, Speech, and Hearing Programs in the 
Schools (Hcaley, 1973). , v . ' ^ 

b. Interdisciplinary assessment and reassessment should be provided with pdrental, 
or guardian consent by competent teams of individuals and include (1) a com- 
prehensive 44udiologic evaluation to determine type and degree of hearing loss and 
to explore possibilities of amplification, (2) intellectual/psychological assessments 
(including tests that are nonverbal and culture free), (3) assessment of language/ 
speech/communication skills, (4) physiological evalu^ition (including medical, 
otologic, rjcurologicT visual, and motor function); (5) emotional and behavior as- 
sessment, (6) social case histories and social functioning, (7) educationSl'achievc- 
mcnt, (8) V9cat ional and occupational assessments, and (9) dcicrminatidn of recrea- 
tional needs. . ' « . 

^. All adults with hearing impairment and niental retardation should be provided 
comprehensive health care, counseling, arid vocational services as assessed. 

d. Audiologic and other appropriate interdisciplinary services should be transported 
. to remote local communities and catchment areas; the home base for such services 
3hould be, whenever possible, located at a program that can coordinate follow-up 
comprehensive care. . . 

c. Individuals Avho may be hearing impaired Jjnd mentally. retarded should be prO-, 
vided mobile diagnostic units if they are unable to reach a single-sourc,e service 
center, thdke mobile units should be staffed by a core interdisciplinary team com- 
posed of appropriate specialists such as an audiologist, communication specialist, 
psychologist, special education teacher, nurse, work evaluator, and social worker. 
These teams should provide coordination for local professional personnel and Jbe 
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responsible to a parent ageney uliere appropriate action on tin 
taken. j 

Effoins should be made to determine the best means for infor 



ir findings ca^i.be 
iimg parents and^ 



guardians whp ha\e HIMR children of the availability of and need fo^^^ comprehen- 
sive assessm^ent services, these efforts should include the development of guidelines 
with respect to behavior that would prompt referral, the use of vkrioui, media, and 
field testing of information service effectiveness. \ 
Workshops, seminars, and other procedures should be employtj^d to inVrease the 
skills of those concerned with the education and treatment of the hearing impaii ed 
so that they can differentiate intellectual deficit from other causes,ofschooLfailure. 

Periodic rev lew of the placement of HIMR persons should occur tjo ensure effective 
programming. In addition, those HIMR persons who are placid in community 
living'facilities should, have a status and job review at least evdrv five years! 

Teaching, Management, and Supervision 
!. Educational l^rograms/Instructional Services 

a. Educational, services snould be. available for all hearing-impaired mentally re- 
tarded persons from birth through and beyond 21 years of age a|id should provic|e 
each '^HIMR perspn with the opportunity to develop and grow to his or hcV 
ma.xi^um potential, if necessary, existing legislation and the courts should beusett 
^ achieve educational j&stice foi* the HIMR population. ^ I \ 

b. Educational programs for the HIMR should be coordinated and supervised by 
/ qualified persons. | 

^ c. A national evaluation system should be designed that stimulates and directs the 
^ collection and analysis of data from programs for the hearin^*impaired mentally 
retarded including yearly evaluations that measure client-oriented behavior 
changes and'yield measures of the effectiveness of total programs. 

d. Stafficlient ratios should be established for the hearing- impaired mentally re- 
tarded that are lower than ratios established for the deaf and for the mentally 
retarded at comparable developmental levels. ' 

e. Each educational program should encourage both parent and communit) involve- 
ment. Parents or guardians should be encouraged to participate in professional 
staffings assembled for interpretation of competencies, disabilities, and program- 

I ming needs of their child. I 

f. A professional journal or a section of an existing journal) should be devoted to 
^ information and materials regarding education of the HIMR population, this jour- 
I nal should be widely disseminated to all. programs, agencies, and persons actively 
, involved in providing services to those who are both hearing Impaired and mentally 

retarded. - 

g. Hearing-impaired mentally retarded persons should be provided the same medical 
* services tliat are available to nonhandicapped individuals,^ especially in the man- 
agement of otologic disease, palatal reconstruction, and orthodontic treatment. 

h. Hearing-impaired mentally retarded persons should be provided appropriate 
prosthetic devices (that is, hearing aids or speech appliances). Provision of the 
above services should be determined on an individual basis with consideration for 

J the primary physical or sensory needs and the individual's functional capabilities 

in {olerating treatment and learning t^p manage prosthetic devices. 

i. J Comprehensive instructional services ;should be available, these services should 

provide a broad spectrum of activities !(both curricular and extracurricular) to all 
. HIMR' persons from infancy through adulthood. 

. j. Public schools should provide special education programs for the HIMR population 
tipless their condition or housing arrangement precludes attendance in these pro- 
grams; public schools should assume this responsibility as soon as a person is 
diagnosed as having the dual handicap. 

k. Public schools should work in cooperation with single-source service centers to 
arrange appropriate program plans for each HIMR person, if needed, contractual 
agreements with other programs should be used. 
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I. Public schools should establish programs that emphasi/e indi\iduali/.ed instmc- 
tion and facilitate the current goal to "mainstream" handicapped persons by 
soliciting assistance of additional resources. 

m.When appropriate, "public schools should assume responsibilitv foi educational 
programs within residential settings to foster continuity among programs and 
(alrilitate the transfer of pupils from one program to another. 

n. Early education programs (for example, Head Start) should contain special pro\i- 
sions to enrich the lives of HIMR children as well. ^ 

p. Curriculum guidelines specifically geared to the HIMR population should be pre- 
pared for all levels of education. 

p. To meet the practical educational and employment needs of HIMR persons, \oca- 
tional preparation programs should be expanded. 

V 

. Vocational Employment/Services , ^ * * * . 

a. Prevocational Programs ^ \^ 

i. Prevocational programs should boestablished as a part ofall HIMR educational 
programs; all HIMR adolescents should be involved in year-round prevoca- 
tional programs for a minimum of tl^rcc years. 

ii. Appropriate personnel including special educators, worl.-studv specialists, and 
vocational rehabilitation counselors should act as supervisors of prevocational 
programs. They should have djrect contadt with community resources and 
prospective employers. * » » * 

iii Facilities and equipment for prevc^cational training should be adequate to meet 
specif icneedsforJhe.work being taught(for example, adequate kitchen facilities 
for homemaking and appropriate garden tools for ground maintenance). 

i\. Transportation should be provided when necessary. (Most states have. passed 
legislation for transportation of school-age pupils and these provisions should 
include transportation to work centers as* necessary.) 

V. Work-study specialists who are adept at serving as a liaison between educa- 
tional programs and the wbrld of employment should be on the staff of alj 
educational programs that serve HIMR adolescents (14 years and over). 

b. Vocational Programs ' • 

i. Comprehensive vocational services should be established to meet the needs of 
all HIMR persons; continuous updating of these occupational services should 
occur to insure 'maximum success in preparing post-school-agc HIMR persons 
for the current job market. 

ii. Vocational services should incorporate a systematic progression of.instruction, 
including career awareness, exploration, and experience to promote the de- 
velopment of realistic occupational goals for each HIMR person. 

iii. Activity center programs that serve adolescent and adult HIMR populations 
should be improved and expanded. Where appropriate, these centers should be 
a. part of regional demonstration projects. 

iv. Activity centers should establish programs to promote the growth and de- 
velopment of personal, home,.community, and work-oriented skills. As appro- 
priatc, these programs could establish a joint agreement with neighborhood 
special education programs. The activity center schedules the HIMR person (14 
to 21 years) for one-half day and the public school for the other half. In this 
situation provisions for financial reimbursement by the public school board 
should be established. 

V. Activity centers should develop and implement standards and guidelines for all 
aspects of comprehensive program operations. ^ 

vi. Provisions for enforcement of standards and licensing should be established. 
Standards for Commimity Agencies Sennng Persons with Mental Retardationand 
Other Developmental Disabilities (Joint Commission on Accreditation of Hos- 
pitals, Accrediti5ti'on Council for Facilities for the Mentally Retarded, 1973) 
could be used. ^ 
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V ii. Assessment'procedures for admission to activity centers should be performed by 
an interdisciplinary team of professionals. Provisions for a trial admission 
^ should be established to allow for appropriate placement of HIMR persons. 

viii. Vocational programs and activity centers should employ fully qualifi"? staff 
and provide in-service training opportunities. There should bean increa^ in the 
employment of teachers of the hearing impaired, speech pathologists, voca- 
tional rehabilitation counselors* and other.personnel pertinent to the goals and 
needs of the HIMR population. 

ix. Federal and state governments should assume more responsibility in funding 
► " activity centers." 

X. There should be greater integration of activity center programs into rehabilita- 
tion schemes for HIMR persons. TKCse centers should establish Oefmitivar^oles 
and coordinate programming foi" HIMR persons with rehabilitation and educa- 
tion agencies to eliminate duplication of effort, (For.a more detailed report on 
activity centers, consult Activity Centers for Retarded Adults [President's Com- 
mittee on Mental Retardation, 1973].) 

xi. Vocational programs should be established in all comprehensive residential 
•^programs for HIMR persons. ^ 

xii. Sheltered workshops to accommodate the degrees of disability, versatility of 
acquired skills, and different living arrangements ^hould be established for 
HIMR persons in all geographic areas of need" (including private industrial 
plants). Where apj2i:i>priate, these workshops should supplement existing shel-^ 
tered environments for the mentally retarded. 

xiii. HIMR per.sons who work in sheltered environments should receive a specified 
. wage per hpur established in accordance with existing state laws and regula- 
tions for private or state contracts, 

xiv. Supervisors of each sheltered workshop should (i) be oriented to the special 
needs of HIMR persons and (2) have an appropriate background and knowledge 
of appropriate teaching methods. (Manual or total comi;nunication skills n:ay be 
necessary in communicating effectively with HIMR persons.) 

XV. As needed, HIMR workers should be subsidized to enable them to work and 
remain in the community. 

xvi. Standards for sheltered workshop facilities should be created in all states and 
should be enforced.^'^ . 

xvii. On-the-job training activities should blT encouraged, developed, and im- 
plcmentccj for all HIMR persons who exhibit the skills for such programs. 

« 

xviii. Industries as well as small and large business establishments should be encour- 
aged to make provisions for HIMR persons who are capable of adjusting to their 
particular work situation. 

c. Vocational Rehabilitation 

i. Vocational rehabilitation agencies should commit themselves to the goal of 
^ comprehensive services for the HIMR population. 

ii. A state rehabilitation agency consultant should be appointed to serve as an 
overseer of state rehabilitative activities, coordinate the state's service delivery 
system, and act as a liaison for both state and federal business affairs. 

iii. Vocational rehabilitation programs should be improved and expanded to meet 
the needs of all HIMR persons needing such services. Facility standards should 
be enforced.'*® 

iv. All vocational rehabilitation programs should establish working relationships 
with other community agencies and with prospective employers of Ihe handi- 
capped. Among the agencies or groups that should play a part in designing 

**For further details LonsuU Standards for Rehabilitation Facilities and Sheltered \{orkshops, U.S. Dcparlmcnt of 
Hcahh. Education, and Welfare. Social and Rehabilitation Service, Rehabilitation Services Administration. 

a *■ 

***For additional information, i^unsuU Standards for ResidetUtal Fanlittcs for the Mentally Retarded (Jojnt Commit 
sion on Accreditation of Hospitals, Accreditation Council for Facilrics for the Mentally Retarded, 1^71). 
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effective vocational rehabilitation programs are(I)stateemplo\ ment agenLies, 
(2) community service organizations* (3) local associations for the relaiclcd and 
the hearing impaired, (^) local industries and business, and (5)»*itional profes- 
sional organizations ^serving the handicapped. 

* V. Vocational rehabilitation agencies i>Jiould develop outreach piograms to ac» 
commodate the needs of many f' rgotten HIMR adults. 

\ i. Statejvocational rehabilitation agencies, offices of the superintendent ofpubliL 
instruction, and other appropriate agencies should make khoun to the fedei al 
governftneht the great need for interstate regional \ ocatiuna'l training Lei1ieisl'u| , 
"HIMR persons (such cen ters are a necessity for stjiidentsu ho ai'e not qualified 
to attend an educational program of higher learning).'* 

Employers should be encouraged to hire the handicapped. The\ should elimi- 
nate .unrealistic. prerequisites (for example, written tests); state emplo\ment 
personnel should carefully examine and modify procedines used b\ emplo>er^ 
in evaluating job performance skills. * 

\ iij. When necessarv . employers should redesign some jobs so the> u ill- require less 
skill and will accommodate HIMR per.sons (this should allow highl\ skilled 
employees ah opportunity to make better use of the time that has been spent on 
routine matters). 

ix. State rehabilitation agencies and state employment ser\ices should de\elop a 

cross-referral system whereby all HIMR persons seeking training or emplo\- 

ment could be served jointly by these agencies. 
X. HIMR persons should be paid no less than prevailing wages in the area. Also, 

they should be given all the benefits thatbther worlws in the place of business 

receive. 

xi. The "Job Opportunities in the Business Sector" progrim of the National Al- 
liance of Businessmen should.be broadened to^Sppcifically include the HIMR 
population. 

Housing Services 

a Facilit} standards for housing HIMR persons should be enforced a:, established h\ 
the Joint Commission, on Accreditation of Hospitals, Accreditation Council for 
Facilities for the Mentally Retarded; regular periodic site \isits should be made. 

b. HighK qualified personnel should be eniploved in all special li\ing en\ironments 
for the HIMR. In-service training should be provided and required. 

c. Communilv -based group homes should be established to house HIMR persons. 
These residences should be a\ailable in all geographic areas identified as ha\ing 
adult HIMR populations. 

d. Residential settings shot^^i encourage more communit> in\oi\ement h\ promoting 
parental interaction and encouraging HIMR persons to \ isil their respective homes 

henever possible. ^ . 

Recreational Services 

a. Comprehensive recreational ser\ices should be established to meet the specific 
needs of all HIMR persons; recreational services should be coordinated with or 
incorporated within existing programs and sen ices (for example,.group agencies 
such as Boy and Girl Scout camps, YMCAs, and YWCAs). State departments di- 
recti} and indirectly concerned with recreation should combine efforts to accom- 
modate the needs of HIMR persons. Recreatfonal programs should be designed to 
ensure participation bv all HIMR persons regardless of degree of disabilit\, age. sex, 
and so on. Recreational services should include a multiplicity of activities to 
establish lifetime recreational skills and opportunities. 

b. * Existing public and private community recreation programs should be designed to 

accommodate the HIMR population in the mainstream of ongoing acti\ itics, pro\ i- 
sions should be made to allow HIMR persons access to recreation and park ser\ ices, 
employees pf these services should be informed of the needs and recreational 
potentials of HIMR persons. Inser\ ice training opportunities for personnel should 
be.provided. Adequate transportation services to recreational facilities should be 
provided for HIMR persons. 
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c. Future federally funded recreational projects should accommodate the special 
recreational needs of HIMR*persons. i 

5. Family Services 

a. Universal counseling for parents of young HIMR children should be coordinated 
with early identification and educational programs. In such counseling, care should 
be taken to help parent^ develop realistic acceptance of hearing impairment and 
mental retardati^, cope With it, and help their child in ways that will yield 
parental satisfactiong^arents should be made aware of the difficulties created by 
this dual handicap in the' development of communication skills, educational 
achievement, and socialization- 
fa. An appropriate agency (for example, single-soucce service center or state depart-! 
ment of child and fan^iily services) should be charged with the responsibility^ 
coordinating fanyly counseling services forparents of HIMR persons. 

c. Parents of HIMR persons should/l^ included in the planning, management, and 
evaluation of pVogrami for their children. 

F. Professional/Paraprofessional Preparation and Utilization 

1. Professional and paraprofessional preparation programs should be expanded and 
revised to include management of the hcaring=fmpaired mentally retarded popula- 
tion. These programs should include short-term (in-ser\ ice workshops and institutes) 
preparation programs to upgrade skills of current personnel and long-term prepara- 
tion programs that extend the basic preparation beyond the level of Provisional 
Certification (Council on Education of the DeaO to provide specialized preparation in 
the area of mental retardation. 

2. Training programs should be established in interdisciplinary settings (for example, 
university-affiliated facilities) to enhance channels of communication and promote a 
clearer understanding of, and a sensitivity to, the totahHIMR person. 

3. Compett»ncies should be developed to serve as a basis for professional certification in 
the area of hearing impairment and mental retardation, these competencies should be 
based on requirements delineated by the Council on Education of the Deaf (CED); 
paraprofessional certification should be referred to CED for consideration. 

4. CED should work cooperatively \Vitli state departments in the adoption of upgraded 
. standards. Guidelines for certification of teachers of the hearing-impaired mentally 

retarded should be defined nationally and promulgated.to state certifying agencies. 

5. Ojie- and two-year paraprofessional preparation programs at the junior and commun 
ity college level should be established in addition to continual use of noncredit ap- 
proaches, these programs should be funded by governmental agencies at Both the state 
and federal levels. 

6. Professional/paraprofessional training programs should give high priority to training 
members of minority jroups or hearing-impaired individuals, federal, state, and local 
organizations should direct specific attention to the utilization of such individuals in 
programs designed to serve the hearing-impaired mentally retarded population. 

7. Professional preparatory programs should be estaBlished for counselors, vocational 
instructors, and so on, to accommodate the comprehensive needs of HIMR persons. 

8. Ongoing cooperative in-service training programs should be available to all persons 
working with the HIMR population, continuing education should be required of all 
professionals and paraprofessionals who arc working with HIMR persons. 

9. In-serv ice training programs should be providcd.in a variety of settings and include all 
'disciplines involved in serving the HIlvlR population. 

1 0. Conferences and regular summer institutes concerning hearing impairment and men 
tal retardation should be given for personnel in the mental health professions who are 
serving HIMR persons. 

1 1 . University-affiliated facility programs should be established for the purposes of train 
ing professional and technical .personnel who work with HIMR inclividuals in-^<ijpi. 
interdisciplinary setting; when appropriate, these university-affiliated facilities 
should be established in cooperation with services such as single-source service cen- 
ters, residential schools, and so on. 
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12. Specific universities should be funded to develop model professional preparation . 
programs and to producegraduate-le\el personnel to work with the HIMR population. 

» 

Research 

I. Ongoing cooperative research programs (both biomedical and behavioral) should be 
expanded through universities, public schools, and community and governmental 
agencies, these programs should be supported by state and federal monies as well as 
private funds to encourage mteragency and interinstitutional cooperatior^. Longitudi- 
nal research to facilitate program planning and development for HIMR persons and 
research concerned with prevention, treatment, education, habilitation, andTchabili- 

tation should be conducted. . , \ 

/ \ 

Current research findings on the HIMR population should be compiled, analyzed and 
disseminated through a special publication. \ 

3. Additional research specialists should be trai«ied to accomplish specific research tasks 
in the prevention, assessment, and management techniques used in programs that 
have responsibilities for serving serverely and multiply handicapped persons. 

4. Research to validate competency -based systems for training and utilizing personnel is 
strongly encouraged. . . 

5. Since qualit> research provides the foundation for upgrading professional preparation 
and assists in the delivery of quality services, .federal and state governments should 
increase their financial support for research activities. 

/ 

CONCLUSION— A NEW ERA: CONCERN AND ACTION 

Today 's new era of concern for the handicapped, involving the establishment of a national 
goal to provide full services (innovative teaching methods, mandatory legislation, the affir- 
mation of legal rights to service, positive pressures for deinstitutionalization, and accounta- 
bility) make attitudes of despair and hopelessness untenable. A reorientation in thinking will 
require a concerted effort to inform public officials, professional workers, and the lay public 
that special groups of people with multiple handicaps must be provided appropriate diagnos- 
tic, educational, habilitative, vocational, and recreationjal services. However, the creation of 
comprehensive services for the population with hearing impairment and mental retardation 
will not solve, altogether, the multiplicity of problen^s resulting from this dual handicap. 
Communities still must learn how to accept the handicapped. An environment typified by 
genuine understanding must prevail, and salient features with regard to the capabilities of 
this population need more emphasis. Many of these persons can become self-sufficient, they 
can become gainfully employed, and they can learn to communicate effectively. Sympathy 
and misconceptions must be replaced by positive attitudes. All persons have the right to live, 
to work, and to preserve their human. dignity. - 

Although the HIMR population has been recognized, gross inequities in the availability of 
services can be identified in every state. Recognition of existing problems is not sufficient. 
National, state, and local officials must strive cooperatively to correct and change the current 
self-perpetuating status of inequality for these citizens. 



\ 
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Airlie House Conference Report . 
Task Force on the Mentally Retarded/Deaf 

I 
t 

Office of the Assistant Secretary for Human Development 

Office of h^ental Retardation Coordjnafion 
Washington, D.C. 20201 

November. 1973 



L ^ Conference Overview 

The Problem ^ * / 

Mental retardation alone and deafness alone arc significant handicapping conditions. 
When both intellectual and auditor> deficits arc present in the same indi\idual, the summa- 
tion of the two handicaps is frequentl> disastrous for the individual and his famil>. In fact, 
undercurrent conditions, amen tall> retarded deafpcrson(MRD) has onl> one chance in ten tu 
avoid confinement in a public institution for the mentall> retarded or to receive services in a 
school for the deaf. MRD persons are .a discrete target population in the operating plans of few 
governmental agencies. In recent years the focus of legislation at national, state and local 
levels has been increasingl> categorical. Program ^thrusts for the handicapped focused upon 
"the" mentally retarded, "the" deaf, "the" learning disabled, and other unitary handicap 
target populations. Whil(\ categorization is a fundame.ntal operation in science and in law, 
there is no evidence to support the notion that human beings — the ultimate service 
recipients — come packaged with tightl> knit scientific or legislative labels. The prevalence of 
multihandicapping conditions, particularly among\the severcly^disabled, is extensiv.e and 
increasing in relative, and probabl>, absolute terms.' Tunnel visjion policies have impeded 
translation of this knowledge into program development for persons who do not fit squarel> 
within .the categorical confines of narmw legislation^ Congressional and State legislative 
committee structures are narrow and categorical. Professional interest groups represent 
narrovv and categorical interests. Indeed, the history of developing policy for the handicapped 
.is overwhelmingly a history of narrow, categorical program thrusts at each level of govern- 
ment. Many service recipients have fallen between the cracks. The mentally retarded deaf is 
one such group. This is "The Problem." 

Who Are The Mentally Retarded Deaf? ' ' \ * 

The mentally r^arded deaf may be defined operatiqnally as persons having a combina- 
tion df mental retardation and hparing impairment of sufficient degree that the> cannot be 
appropriately served by traditional programming for the mentally retarded alone.or the deaf 
alone. Other handicapping conditions may also Ije present. The incidence and prevalence of 
this duaJ disability is unknown. \. - ^ 

The best ^rrent estimate is that 15,000 to 20,000 persons under the age of 20 years fit the 
operational definition of MRD. This estimate is based upon studies of children enrolled in 
residential schools for the deaf and in public institutions for the^mentally retarded. More 
precise data will not become available until full service programs are cr'eated.. 

Current placement of MRD persons is usually one of two service modes. These are:, 

\. Facilities For The Mentally Retarded ^ ' 

This category contains by far the largest numbeivof ident/ffied MRD, most ofvvhom 
reside in public institutions. As a consequence of his dual disability, the MRD person? 

^ ^ ./ •• ■ 

'See, for example, VVishik» c^amuel. Georgia Study of nandtcapf)ed Chtldren. A Hcfkjrt on the S'tiidy ofPrexalcnce, 
Disahitiiy, Needs Resources and Comributmg Factors. The Project, 1956. » 
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seldom profits from the program offerings for the non-deaf majority . It Is not unusual 
for institutional staff to belatedly identify deafness as the primary handicap among 
residents being .mislabeled and misser ved as mentally retarded or mentally disturbed.^ 
In these facilities which frequently lack expertise in serving the deaf, severity of mental 
retardation may be tragically overestimated. Inappropriate habilitational/educa- 
tional services sciiously compromise the likelihood that an MRD child can become 
self-sufficient. . . 

2. Public Aud Private Day Aud ResideutiqtSchools For The Deaf 

The MRD is often the last accepted and least served in these programs. Quality of 
. programming is frequently poor. Application of interdisciplinary technology is rare. 

Huw ever, within the United States there are a sufficient number of quality programs to 
,*serve as a nucleus for program development and expansion. 

The precise number of MRD being denied services is unkno\vn, but is thought to be 
considerable. The U.S. Office of Education estimates that one million handicapped childi en 
are currently denied educational serv ices. Many uf these unservjed children are MRD. When an 
MRD person is unserved, his deficits advance progressively with advancing age, and emo- 
tional disturbances are a regular consequence. 



Conference Rationale* . , 

^Several factors underscore the timeliness of this Conference vv hich focuses attention upon 
the mentally retarded deaf. 

1. Awareness Of the Chaugiug Clinical Characteristics Of Handicapped Children 

Improved prenatal and perinatal care as a result of medical advances haveyielded 
higher survival rates for mu|tihandicapped infants. At the same time, medical re- 
search has impacted slgnificahtly on the adventitious causes of single handicaps (such 
as deafness). The net result has been an increase in the proportion of multihandicappcd 
children among tl)e populatJon of handicapped persons. 

2. Progress In Special Educational Reniediaiion Techniques ^ 

Prospects for ameliorating the debilitating; impact of mental retardation and 
deafness have advanced indecent years because of increasing sophistication in special 
education. Examples portinent to the MRD include, early detection and intervention, 
indiv idualization of instruction, expansion of the repertoire for teaching cumfnunica- 

tion skills, behavior modifiiation, and improved media, materials and technology. 

j \ . . . • 

Advafice In Audiohgy Resuiting From Basic Atidiologic Research And From Relevant 
Advance In Vie Broad Field of Electronics 

The MRD can benefit directly from recent advances in diagnostic audiology and 
amplification. Xh6se advances vyhich are both conceptual and technological include 
increased understanding.ofuhe anatomy and physiology of communication, arid the 
elements in language deve(opment; auditory evoked potential and impedance au- 
diometry; and micromiria'tUrizalion of cirquitry with improvement in durability, 
reliability, fidelity and gain of hearing aids. , . \ 
Increased Public Recogfiitioh That The Handicapped Must Not Be Deprived Of Their 
Rights To Appropriate Education And Trea ^.nt Services 

Within the past several vears, parents, professionals and concerned^citizens have 
begun to demand that the rights of the handicapped (especially the retarded) must be 



respected. These demands 
exclusionary and abusive la 



have taken the forms of successful litigation against 
vs and policies and the passage of^ncreasir^gly imagina- 



tive legislation* (and administrative changes). These activities,provide an ample foun- 



dation for fuller efforts to ins 
services 



ire for the MRD their rights'to tr^\ment and educational 



Conference Structure md Operallons 

Th^ Working Conferences assembled an interdisciplinary task force oP specialists in 
audiology, education, otology, ped.iatrics, program planning and evaluation, psychiatry, 



psychology andsocial work. Thirty f 



jur participants represented the (irofossional community 
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serving the deaf, the professional community serving the mental I v retarded, and the man> 
related disciplines providing services, conducting research, training personnel, and adminis- 
tering programs. , , - ^ . , ' 

/Participants convened at the invitation of Mrs. Patricia Re ill} Hitt, then Assistant Secre- 
tary for Community and Field Serv ices, U.S. Department of Health, Education, and Welfare 
(D'hEW). Two vvoi king conferences were held at Airlie House, Warrenton, Virginia on Octobei 
19-2 !, 1972 iJnd January 25-28, 1973. * 

Purposes of the sessions were: , ♦ 

1. To explore the many problems of the dual disability of mental retardation and deaf- 
ness; 

2. To develop recommendations targeted upon improving services availabFe to mentally 
retarded deaf persons; 

3;_To establish links of communication and cooperation among profes mals represent- 
ing the mental retardation and deaf communities. 

The 27 conferees in attendance at the first session vvt^re selected because each was known 
to have a unique perception of the problem based on expertise in more than one area related to 
mental retardation and atiditory impairment. Pre-conference reading materials, including 
invited papers, were sent to participants in advance oY the session. Invited papjirs were 
presented at the conference by R.J. Ruben, M.D., R. B. Dever, Ph.D., and P. A. Rittmanic, Ph.D. 
Dr. Ruben addressed the relationship between heaiing lo^ and mental retardation, listed 12 
areas of needed research and concluded with a call for early detection and treatment. Ci. 
Dever discussed the discipline of applied linguistics and its application to the language and 
Icarnmg problems of tjie MRD child. He noted that certain dev clopmenlal linguistic progi ams 
may be readily adaptablp to the MRD target population. Di . Rittmanic's contribution, titled 
'Program Considerati^nk for the Mentally Retarded Deaf* directed the conferees' attention to 
the increasing prev ait;|jjCje of multihanSicappcd children and to several preliminary deter 
rents to MRD program development such as inadequate survey research data and terminol- 
ogy as well as deficiencies in available services. Dr. Rittmanic called for the initiation of a 
national survey to determine MRD incidence and resources.^ 

Conferees w re assigned to categorical work teams which focused upon needs in research, 

training, service, linkage (administration) and program evaluation. 

,Group assignments, were: - . • * , 

Training ' Service ^ / 

Madeline W. Appell Victor H. Galloway ' 
Thomas R. Behrcns ^ Leo Connor' 

Stella Chess ' Patrice Costello 

Wilfiam T. Darnell Herbert Goldstein 

Paul A. Rittmanic Robert J. Ruben - 

Ril'hard B. Dever \ ^ / • Lyie L. Lloyd 

Helen Page Kenneth R. Mangan 

Patrice Costello ~v ' j William Darnell — ' 

Joseph Par.nicky ( Paul'A. Rittmanic 

Victor H. Galloway r ' ' Helen Page 

Herbert Goldstein David Rosen • 

' Leo Connor , " Samuel L. Ornstein 

Patria G. Forsythc • Frank Withrow 

LyIe L. Lloyd Wallace K. Babirigton 

Research , 

. Stella Chess James J. Gallagher 

Thomas R. Behrens ' Stepjhen P. Ouiglcy 

Madeline W. Appell ^ Doin Hicks 

Louis Z. Cooper Richard B. Dever 

James W. Moss John W. Mclcher 

Robert J. Ruben Robert H. A. Haslam 



•7 



Cup ICS ma> be obtained fnom the Office of Mental Retardation Coordination , Room 3744 linvV North Building. 
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^ Linkage 

Kenneth R. Mangan 
Joseph Parnicky* 
Samuel L. Ornstein 
D^vid Rosen ^ 
John W. Melcher 
Wallace Babington 



Evaluation « 

James J. Gallagher 
Stephen P. Quigley 
James W- Moss 
Louis Z. Cooper 
Doin Hicks 
Frank Withrow 



Group assignments were unstructured and pro\OLati\e, Each team was asked tude\elup 
its uwn m^pdus operandi, to be wide ranging and unconstrained. Each individual was encoui - 
aged to contribute, from personal perspective, the issues subjectively believed to be germane 
to program enrichment and program development for the mentally retarded deaf. A lengthy 
list of unresolved issues, recommendations, observations, laments (and wishful thinking) 
were produced and recorded by the group recorder so designated. These products of 
brainstorming provided a basis for more critical and targeted group interactions at the 
January session. 

Each participant at the January session was reassigned to one of four wor'k teams. These 
teams were expanded by^the participation of seven persons who attended the Task Force 
meeting as part of the Steer ing Committee, of the Amenican Speech and Hearing Association 
(ASH A) project entitled "Rehabilitation of the Hearing Impair ed- Mentally Retar ded Popula- 
tion." This project is supported with funds from the Rehabilitation Serv ices Administration, 
Division of Developmental Disabilities. The teams were asked to use the unedited p^roduct of 
the October session as the starting point only and were asked to develop and prioritize^tn 
^'action document:" What should be done for the MRD? and How? Assignments were; 



I 

Madeline VV^. Appell 
Thomas R. Behrens 
Shirley Bergcr 
Richard B. Dever 
James Moss 
Paul A. Rittmanic 
Robert J. Ruben 
David Yoder 
i 

III 

W-allace K» Babington 
William Castle 
Stella Chess 
Xeo Connor 
James J. Gallagher 
Herbert Goldstein 
Alfred Hirshoren ^ 
Joseph Parnicky 



II 

Louis Z, Cooper 
William T. Darnell 
Pa t r\ a Vs . Fo rsy the 
Victor H. Galloway 
Williyjm C. Healey 
Doin Hicks 
Jovv'ava M. Leggett 
John C. Nace 
David Rosen 

iv ' 

Patrice Costello 
Lyie L Lloyd 
Kenneth. R. Mangan 
John W, Melcher 
Samuel L. Ornstein 
Helen Page * 
Barbara C. Sonies 
Frank Withrow 



Each team presented its recommendations to th6 entire group for discussion. After this 
discussion, each team .reconvened to refine its document prior to submission al.the final 
session of the Conference where priorities were reviewed. A synthesis of this activity ser ves as 
the Basis for the Recommendations which appear as Part III of this document. 



II. 'Conference Recommendations 



This section contains a listx)f r'ecpmmendations for MRD program development. Central 
to this list is the proposal of Federal legislation incorporating {he intent of several Conference 
Recommendations. Recommendations^are accompanied by expositions relating to rationale, 
available r^esources and implementation strategy. « ^ 
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Recommendation 1 

An. Operational DeftmtiCn Of Mentally Retarded Deaf Should Be Adopted For Program 
Qevelopmerit ^ 

A menlallv retarded doaf(MRD) person is an individual who has a combination of mental 
retardation and hearing impairment of sufficient degree that he cannot be appropriatel> 
serxed'tb) traditional programming for the mentally retarded or the deaf alorlc. The MRD 
personAnay have other handicapping conditions. 

Rationale 

The usefulness of a service-based definition of disabilit> to facilitate program develop- 
ment has been well confirmed by experience with the Regional Deaf-Blind Centers. 

s. 

Recommendation 2 . • ; 

^ The Mentally Retarded. Deaf Should Be Designated As A Priority Target Population By 
Appropriate Federal, State and Local Government atAgencies And Progres,sional^Organizations 

B 

{tationalc and Strategy 

Gov ernment polic> formulation is produced in an at mopshc^e of complex influences such 
as Congressional, executive, professional and. the public at large. These many centers of 
mfluence, such as the Congress and its leaders, the "administration," executive agencies and 
private interest groups, exert man> pressures, but no single element can ncccssaril> impose 
pi lorities upon all other elements. Priorities that emerge respecting the distribution of public 
resouices are deter mined b> the interpla> and resolution of actions and compr demise taken b> 
participants. "Priorities", therefore, can be established individually and collectively b> all 
interested parties. 

two ke> actors in this field of influence have alread> established national goals directly 
related to the development of comprehensive services for the mentally retarded deaf- On 
November 17, 1971 President Richard Nixon committed the Federal Government to two 
major national goals: ^ 

To reduce by half the occurrence of mental retardation in the United States before the 
end of this century, and 

To enable one-third of the more than 200,000 retarded persons in public institutions' 
to return to useful lives in- the community. 

In 1972, the U.S.Commissioner of Education, Sidney P^Marland, adopted a goal propos- 
ing that full educational opportunity for all handicapped children be achieved by 1980 (759^ 
by 1977). Achiev epient of the Presidential and U.S. Office of Education goals involves program 
developmentand delivery of services to the MRD population. The MRD in public institutions 
< are some of the most neglected and unserved or poorly served target groups among the 
handicapped. Deinstitutionaluation means focusing new program thrusts upon unique MRD 
health and educational needs. The Bureau of Education for the Handicapped, U.S. Office of 
Education, estimates that approximately one million handicapped children are presently 
excluded from a free, public education. Many excluded children are rnultipic handicapped 
ancl the exact number is unknown. MRD represent a large portion of such persons. 

Recommendation 2 can be realized through concerted actions taken by influential 
decision-makers to establish program development and delivery of services to the MRD as a 
public priority. Actions to be taken by the Department, for cxample,^stem from its role in the 
"implementation" of programs already adoptcsi by Congress. Implementation involves foi 
mulating appropriation requests and budget justifications for categorical programs obligat 
ing the amounts Congress appropriated, promulgating and enforcing jirogram regulations 
and guidelines, and reporting to and infoi ming tbc~Sclministration, Congress, privateJilterest 
groups and the electorate on agency activities. benefiting the MRD population. Therefore, the 
mentally retarded deaf should be included as a^priority target population in the operational 
planning p^i ocedures of Department constituent agencies. Inclusion is particularly necessary 
in planning procedures for each program purported to target upon achiev ing Presidential and 
Departmental national goals of deinstitutionalization and full educational opportunity, for 
example, the needs of the MRD present an excellent opportunity for the Bureau of Education 
for theHandicapped(BEH),DivisionofDevelopmentalDisabilities(D;DD), and Maternal and 
Child Health Service (MCHS), to demonstcate coordinated, collaborative programming. Reg.- 
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ulattuns and guidelmes for these goal-oriented programs^ should be amended to ' Jentii^ the 
MRD as being a) eligible for service* and b) a national service priority. ^ . 

Actions to be taken b> private interest groups to establish the MRD as a priori t> stem from 
the nature o(^ their role in polic> formulation. This role iiuolves mediating constituenc> 
mterests and advucatmg polic> positions to program m^iiiagers arid program adopters in the 
Department and Congress. Hence, advucac> ufthe MRD as a priurit> should'be undertaken b> 
organizations with existing service responsibilities for this target pupulation. A list of the 
responsible organizations would include, but not be limited to, the follbwing: 

Alexander Graham Bell Association for the Deaf 

2. American Academy of^Pediatrics ' « ^ 

3. American Association on Mental Deficiency ^ 

4. Arrterican Psychological Association 

5. American Speech and Hearing Association 

6. .Conference of Execfutives of American Schools for the Deaf 
' 7.^ Council for Exceptional Children 

8. National Association of Directors of State Program's for the Mentally Retarded, Ipc. 

9. National Association for Retarded Children , 

\0. National Association of State Directors of Special Education 
iV. National Association of State Mental Health Program Directors 

12. Niitional Association of Superintendents of Public Residential Facilities for Mentall> 
Retarded , ^ . , 

13. United Cerebral Palsy, Inc.. 

The private organizations listed above should direct their individual and collective 
energies toward establishing and dramatizing establishment of the MRD as a pi-iorit> target 
-population. These actions should be directed toward Federal, State and local agencies, 
Federal, State and local legislative leaders, and also toward their own members. The con- 
tinued support of the American Speech and Hearing Association, the American Association on 
Mental Deficiency and the Conference of Executives of American Schools for the Deaf is 
essential. These organizations already have made substantial commitments to program 
development forthe MRD. 

Program development for the MRDshould begin with fuller use of existing resources at all 
levels* These resources all too frequently are administered through restrictivel> narrow 
categorical programs in health, education and rehabilitation.' MRD reguUrl> "fall between 
the cracks." One femed> is establishing the MRD as a priority target population. This must be 
.a multi-faceted undertakings as indicate*d in the foregoing paragraphs, 

• > 

Recommendation 3 

Federal Legislation Should Be Enacted Autfiorizing Commitment Of Public Resources Speci- 
fically For MRD Program Development 

• 

Rationale and Strategy^ 

Program of substance for the MRD will not evolve until legislative statutes specify their 
existence and until program managers attach administrative priority to service delivery for 
this target population. Such ministerial priority can be attached to existing programs as 
indicated above in the discussion of implementation strategy for Recommendation 2. Confer 
ence participants, however, concluded that certain acute MRD needs cannot be met with 
pie^ent Federal commitment. The history of developing Federal policy for the mentally 
retarded and for the deaf is overwhelmingly a history of program development by statutory 
-mandate> For>exampk%.programs^of substance for jpentally retarded persons did not emerge 
until statutes clearly specified, that mentally retarded persons M«<5r be served. Can we expect 
• MRD interests to fare differently? ' 

. *-Gonl-oncnicd programs' refers particularly to Department administered programs in Developmental Dis 
abilities (PL 91*517), Aid to Children m State Supported Schools (PL 89-313), Educational State Grants (PI. 91 230. 
Title VI.B), Vocational Rehabilitation Grants (PL 66-^36), ESEA, Titles I and HI (PL 89 10), Vocational Education 
StateOrants(PL90.576), neadStartAPL92-*24),PiibIic Health Service Act, Sec JI4d,Maternal and Child n^^^^^^ 
Crippled Childrens Statj:* Grants (Social Security Act, Title V). " . j 
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In 1955 there was not a single identifiable categorical mental retardation program or 
structuie in the Federal Government. The extcnsivenes>s of Congressional cencern for menial 
retardation between 1956 and 1962 was expresei^d through legislative authorization and 
appropriations in support of activities^m mental health, vocational rehabilitation, education/ 
maternal. and child health, hospit\al construction. Social Securit>, neurological diseases arid 
health services development. Mental retardation funds for these commitments advanced from 
$1 million in FY 1955 to $22.4 million in FY 1962.** Sources for this growth were protective 
mental retardafion earmarks applied to Department Appropriations Acts ^nd administrative 
piiorit}^ attached to- Departmental developmental activities in health and rehabilitation. 
Categorical legislation spei^ificall> andsolel> devoted to mental retard{ition was first enacted 
in 195& (Public LavC 83-926), incorporating teacher training provisions. Between 1963 and 
1966, polic> expansion included categorical Federal entrance into health and educational 
commitrnents, facilities construction of Mental Retardation Research Centers, Universit> 
Affiliated Facilities, and Communit> Facilities (PL 88-164). The 88th Congress had enacted 
Public Law 88-156, the Maternal and Child Health and Mental Retardation Planning Amend- 
ments of 1963, and . Public Law 88-164, the Mental Retardation FacTililics Construction Act. 
^Escalation vvas firml> established now, and forthcoming enactments of health and educa- 
tional programs^^rovided legislative vehi.cles for increased Federal commitment to the field. 
In 1967 significant support for special education in the U.S .'Office of Education was inaugu- 
rated w ith the statutory creation of the Bureau of Education for the Handicapped. Then car.ie 
, .carmackings of Congressional. appropriations for Titles I and HI of the Elemcntar> and 
Secondar.v Education Act ( 1 966), the Vocational Education Act ( 1 968), and Head Star t ( 1 972). 
In each case, a portion of the total appropriations vvas specificall> protected b> earmarking 
appropriations for services to the handicapped. Prior to these earmarjcings, cxpcndi^^ures for 
handicapped ptfrson's services were pathetical I) inequitable. Hence, earmarking inappropii 
atiqns aqd substantive Congressional committees applied to appropriation bills and varied 
categorical programs in health, education and rehabilitation are protective antecedents of the 
past two decades of developing mental retardation po!ic> . Congressional earmarking of funds 
for varied {^?ograms scrvmg the mentall} retarded have been bootstraps necessar> to achieve 
equitable program development for a minority interest. The lesson of this histor> for MRD 
program development is clear. Federal statute should specif> that MRD persons be served and 
should direct resources to this end. ^ * - c 

The Mentally Retarded Deaf in a simple and IIFSs complc.x society did not consli^tute a 
major problem. The health care and knowledge for and about such children'vvas so limited 
that the probability of surv ival inti^adulthood was v cV> ! nv . In fact.thc probabilitv of surv ival 
after birth for man> of these infants was not great. With bcftcf medical know ledge and health 
care today, manj^ of these individuals have^normal life time expectancies of 60 to 70 years. 
Knowledgeable personnel tcf work with thij^ severely handicapped population is almost 
nonexistent. Of the experts convened for this coiifcrcnce, only one or two person^ arc working 
full-time exclusivcl> with thi:Mentall> Retarded Deaf. The others arc coi. .erncd professionals 
who havt? become aware of the problem through their commitment to cither the deaf oi 
retarded person. The population to be served nationall> is relatively small, ^15,000-2p,000 
persons. The educational and habilitation problems arc difficult and the prognosis forj.om- 
plete success is limited since tew of these people will become completely self-sufficient 
independent citizens. On the other hand, the prognosis for deinstitutionalization of the 
Mentall> Retarded Deaf is realistic for perhaps 80% of the target population. Such persons 
would be able to live in the open com muni t> and work in sheltered employ mcnt areas. Both 
the cost efficiency of such programs and the humanitarian aspects offset the dehumanizing 
and costly programs currently serving. them. 

Unfortunately, the costs are so great and the numbers arc so small that State and local 
governiTijjnts do *iot have a critical mass lai^e enough to move to implement progratns for this 
severely handicapped group. There is an urgent need for the Federal government to stimulate 
the growth of these very specialized educational services based upon the economics of scale. 
With 15,000-20,000 pcHjpIc nationally in need of these new programs, the Federal govcrnnicnt 
should muster the national rcsv)urces in knowledge, manpower, and technology i:cvcnuc to 
demonstrate w hat these people ifan do. Even vvith the coui t decisions mandating,educatioa£ox 
all, these children arq likely to be the last to be served because of the great uncharted ground 
required to be covered. Once the worth of such programs can he demonstrated in terms of 



^Soiirte. Braddock, David L., Mental Retardation Funds, An Analysts of Federal Po//cv, Uii published Ph-D. 
Dissertation, The University of Te.xas at Austin^ May 1973. 
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deinstitutionalization of the Mentall> Retaided Deal*, the statesman be expected to support 
such programs. 

Conference ^participants retogni/ed the Asell docutnented hazards of categorical pro- 
gidmniing.In fact, the ciurenl plight of the MRD.illustrates one distressing structural flaw in 
such progiamming. Ho\ve\ei, these ha/aids do not outweigh the essential ad\antagesof the 
categoiical approach foi initiation of S(^r\ices to pre\iousl> excluded target populations. 
Conference participants supported the concept of planned incorporation of categoiical pio- 
''giams for the MRD into broad comprehensi\ e program thrusts jfter a reasonable de\elup- 
mental period. Therefore, special MRD legislation should be enacted duiing the coming >eai . 
This legislation should contain. at least three basic provisions: > * 

A. Authorization Of A Nationwide Network Of Exemplar) Service And Demonstiation Cen- 
ters^ - ' ' 

• •- • < ^, ' • 

These centers, distributed on a regional basis, should utilize 'experience acquired in 
the Regional Deaf/Blind Centers program established^ b> PL 90-247 and in the Hancli- 
capped Childr(;n's Earl> Education Program established by PL 90-538. These Cen'ters 
shou Id pro\ ide a program designed to bi ing to bear upon MRD children as ea|i> as possib le 
in life, those specialized, intensive professional and allied services, methods and aids found 
to be most effective to enable them to achieve communication with and adjustment to the 
world around, jhem, so that^ fhej may have a useful and meaningful participation in 
societ>. MRD Serviceiind Demonstration Centers should focus on a full range of Intei- 
disciplinai} services such.as. outreach identification, diagnostic, e>aluation, education, 
treatment, vocational training, habilitation, medical and famil> services. .Research, train- 
ing and dissemination components should also be included. / 

B. Authorization Of A National Technical Assistance Resource Center For The MRD 

Rapid expansion of MRD. programs on a national basis can be facilitated significantly 
b> cf'eation of acenter with icsponsibilit} for delivery of technical assistance .to;the model 
Regional Centers. Assistance in program planning and evaluation, cumculurt] d(*ve}opr 
ment, record keeping, ir ^vi'"^^^*^" dissemination and replication exemplify the tcclfnical 
assistance roles vvhich nay be undertaken. The National Technical A^siStancckRcsource ' 
Center would insure ost-effcctivc prograiji development and minimize duplication of 
effort. Utilization of centralized technical assistance center has been successfully dem- 
onstrated in other F Jeral programs. For example, the ''Technical Assistance Development 
System** (TADS), as fostered program development in early childhood education pro- 
grams throughoi the United Statics and a Developmental Disabilities/Technical Assis- 
tance System h? occomc operational to serve the 56 DevelopnUnTtal Disabilities Planning 
and Advisory ' ;uncils. The, proposed Niatibnal Technical Assistance Resource Center 
^ would serve * nilar functions. The Center would assist the Regional MRD Centers in 
working wit' itatc agencies to develop and deliver services to the MRD aijd would also 
bear respo' ibility for deyclopingwQ comprehensive registry of MRD persons. 

C. Authori/ \ Nationwide Survey To Asccrtai^n The Prevalence Of M^D And Identify Availa- 
• ble Pub c And Private MRD Resources 

A alysis of these data would suggest directions for program development. The survey 
should be supervised by the National MRD Technical Assistance Resource Center. 
Nationwide screening and early"* detection procedures should also be dcvclofJcd and dis- 
seminated by the National Center in cooperation with the Regional MRD Service and 
Demonstration Centers. 

Recommendation 4 

Professioml, Parents, Afid Public Officials Shoul(l Continue Pressing Anierican.Social And 
Political Institutions To Guarantee Equal Rights For America's Handicapped Persons 

/ ' » . 

Rationale 

Litigation in the previous three years has been extensive. It has included the successful 
contesting oF certain State laws and policies regarding the: 

—Right to appropriate treatment for handicapped residents of public institutions, the 
— Righl to public education for all persons, regardless of degree of disability; \\)c 
— Right to just compensation for labor; and 
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—Right to fair classification, commitment, and protecltion from harm. - * 

Equal rights^ litigi^ion will undoubtedly continue to adorn State and Federal -court 
dockets. A number uf cases involving rights of the handicapped are discussed in the publica- 
tion ''Mental Retardation and the Law.'*^ , 

Law is one instrument of social change. Court actions protecting constitutional rights of 
the handicapped should be encouraged. 

Summary" ^ 

Four recommendations ha\e been presented by the National Task Force o*n the Mcntall> 
Retarded Deaf. TJiese focus upon program developmjjnt for the MRD population: 

Rei^ommenduli 
be adopted 

mentally retuiuwuuwm \im^M^/ y^^uy^n lo un 
retardation and hearing impairment of sufficient degree that he cannot be appropriaJcl>^ 
served b> traditional programming for the mentally retarded alone or the deaf alone. The 
MRD person may have other handicapping conditions. 

Rei^ommcihiatiOii 2. The mentally retarded deaf should be designated as a priority target 
population b> appropr4ate governmental agencies and professional organizations. 

Rei^ommendaiion 3. Federal legislation should be enacted authorizing commitmept of 
public resources specifically for MRD progrq.m development. • ' 
Recoffwvsiidatlou 4. Professionals, parents and public officials should continue pressing 
American societ> andpulitical institutions to guarantee equal rights for America s hand 
icapped persons. ' ^ 

Implementation of these Recommendations will offer new hope for thementall> retarded 
deaf and their families. * ^ ^ 



^ V • DHEW Publication No. (OHD) 74-22001 
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The Hearing-Impaired Mentally Retmded: 
Recommendations (or Action 



PLEASE DO NOT WRITE IN THIS SPACE 



RESOLUTION FORiW^ 



Page- 

of pp. 



•RESOLUTION NUMBER I 

ACTION...?.llf}?.llOw.._ 

DATE..:...Au.gust„28,...197.4. 



SUBMITTED RY : Legislation/Finance/ 
Admirii strati on '(Group..!) 



Date .SuhmlttPH: Auqust 27. 1974 ' ' 



(PLEASE* USE THE fOLLOWlNG FORM) 

WHEREAS. ..l.....". • ■ 

„. and . - 

WHEREAS. /. .'. ?^i5 .<* 

BE IT RESOLVED, That _ „ 

/. : : and- 



BE IT FURTHER RESOLVED. That 



I 



PLEASE TYPE OR PRINT,^ DOUBLE SPACE 



1 WKEREAS, the muUi-handicapped individual, has more than one- handirappinQ^nndit.ion. fi.e 
deafne3s"and mental reta^dation often including non-VunctioninQ communicative and social 



q skills), arid 



'4_ 



WHEREAS, the combined handicaps result in a failure of comprehensive health, social and 
educatignaV programming, and 



ft WHEREAS, the estimated prevalence of the population nf <;i/rh <; pvpy;Aly hAYiHir;^^ppH ppr^nnc 



Q> is approximately^ 20 to 25 thousand, and 



10_ 



1^ WHEREAS, because of economic limits few states or other political subdivisions haVe ^ 

assumed enlightened uses of common resources to insure an equal quality of life for these 
^2 individuals, ^ " . 

14 ^ ^ 



^t. BE IT RESOLVED.. That the federal government assume the responsibility for stimulating the 
development of a continuing life program for this target, population which includes heatth. 



17- 



education, living environments, and occapat.ional and recreational opportunities as related 



18. 



to the persisting problems of this target population. 



19- 



20- 
21- 
22- 



Approve 43 



Disapprove 1 



, 23- 
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Abstain 



PLEASE DO NOT WRITE IN THIS SPACE. 



.RESOLUTION JFORIA , 



PageL. 
of. 



pp. 



RESOLUTION NUMBER...- .Z: 

ACTiqN...J^§.e.e„.t>.e.l.<?w. .*. 

DATE......'..;.A.MaiJ.s..l;..28.x...l97.1......... 



SUBMITTED RY- Leoisla tion/Finance/ 
Administra tion (Group 1) 



(PLEASE- USE THE FOLLOWING FORM) 



.\ Data Si]bmi»firi! August ?7. 1974 



WHEREAS, 

WHEREAS .'. 

'* -BE IT RESOLVEDr^hat'.....-.h-.. 



and 



BE nrb 



RTHER RESOLVED. That 



and 



PLEASE TYPE OR PRINT, DOUBLfe SPACE 



1 WHEREAS, some of the population who initially funr|:inn a<; Hpaf/mpntflHy rptarHpH 



individuals will, with early intensive health and education intervpntion, hav^^ their > ' 



dual disabilnty significantly reduced so that thev^can function as less severely 



\ 



handicapped individuals who may be served under traditional service aqencies^ of state 
governments, - , u - - ^ ' • ' t 

■ : 



BE IT RESOLVED, That states, through their agencips, acr.ppt thpijf-^. re^ponsYhil itif 
and establish a high priority for providing basic educational, health and continuing 
life services for -th'is severely multi-handicapped populatfpn. and ' " ' 



10_ 



11. 



be' it further RESOLVED, That the Developmental Disabilities Council within each state 



insure the coordination of services for all deaf/mentally retarded persons. 
13J ±^ . -. ^ —. -— 



14_ 



15. 



•16_ 



17- 



18_ 



19- 
20_ 
21- 
22- 



r 



Approve 45' 



Disapprove 1 



23- 
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Recommenciatlons lor Action 



PLEASE DO NOT WRITE IN THIS SPACE . 



RESOLUTION FORM 



Page. 
of 



PR- 



RESOLUTION NUMBER..._ 3.'.. 

ACTION Sfifi..bfi].QW 

DATE AiJjgLy.?.t...?L5.....1.9.7.4... 



SUBMITTED RY- I pg^Oat.ir^n/Finanrp/ 
J^rlminigfrahinri (Rr oiip T) 



Date SiihmittPri- fliinii«;t ?7 , 1Q7d 



1^ 



WHEREAS, 



(PLEASE USE THE FOLLOWING FORM) 



WHEREAS 

BE IT RESOLVED, That.". 



, and 

,, and 



'B- IT FURTHER RESOLVEDf That 



PLEASE TYPE OR PRINT, DOUBLE SPACE 



WHEREAS, the Devglopmer.taT DisabilUies Act ha«; fl<; ^ m^jr^r pri rarity thP H Pv»1np iT]Pnt 



)gmer 



of programs for the severely handicapped individual who has continu|no life prohienis .. ■ 



3J. 



and 



lL 



\ 



^ . WHEREAS, the recognTzeJ unmet needs of the deaf/m^ntafly retarded population consti- 
\ tute cin urg^int national problem. 



. \ ■ : 

• ■ ; — . ■ ■ 

» BE IT RESQI VED. That this 'problem i!;"of fiiirh natinnr,1 <;innif irari rp *h?f in rnnsiHori 
q Its major prion ties /tftie Nationafi Advisory Councjl on npvplnpmpntal ni<;ahi1 itiP«; 



ng. 



10_ 



recommend to the Secretary of HEM that a request for proposal^ be issupH tn p<;tah1ish 

i • ' ■ 

1 1 ' .the financial and programmatic requirements for implementing and maintaining quality 

• - . ■ ■ , 

comprehensive services for this target population throuqh all appropriate agencies, and 



13. 



^A BE IT FURTHER RESOLVED. That Hpmr^nstrat-inn mf^HpU hP F.mHpf< anH pcf3hli.:hprf hy 



16_ 



1, 



It; University Affiliated Facilities and/or other apprnpriatp in<;titiitif^n<; and agpnripc; tn 



begin to serve the unmet needs. of deaf/mental1v retarded individual';. In aHHitinn tn 
providing needed, services, such programs will maintain adequdte assessment and evalua- 
'tio|i proce,sses from which cost it?enef i t and cost -eff i^-ient data mav be collected. 



analyzed, and disseminated to appf'opriate agen'cies. 



_ 20_ 
\ 

• 21- 
22- 



Appro^e. 45 



23- 
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Disapprove 1 



Abstain 
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Appcndlx'B 



PLEASE DO NOT WRITE IN THIS SPACE 



RESOLUTION FORM 



Page, 
of' / 



RESOLUTION NUMBER'. .4 

ACTION........S,?.e..i}.e.l«W ... 

■DATE.... .Au9U?.ti..gax..].9.7.4 



SUBMITTED RY- Legislation/Finance/ 

• Admini'itratinn (Rrniip T) 
Date Siihmi»Pri- Aii gii<;<- ?7, 1974 



WHEREA^, 



(PLEASE USE THE FOLLOWING FORM) 
, and 



WHEREAS, 

BE IT RESOLVED, That ;.. 



BE IT FURTHER RESOLVED. That ..... 



., and 



PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 


WHEREAS, professional standards and stanHnrH<; nf minimum hiim/in'^flrp* vary grn<;<;ly from 


? 


state to sttate, and. ^ * 


3 


/ • ^ ' ... ' ' ■ . ■ 


4 


WHEREAS^ the federal courts have clearly establ ished that all handicapped people are 


5 


entitled to equal rights as United States citizens, . - * 


6 


* ^ , , . ■ - : 

■ 


7 


BE IT RESOLVED, That Conaress assure, throtigh. lpgi<;l;»tinn, th;^t f-hp ^^crf>\?.r\i nf HFU 


8 


or othe,r appropriate executive officers establ i<;h guiHplinp*; fh^t prnviHp prnfp<;<;inn;»l 


a_ 


standards for health, educational service, and standards of minimum human rarp in all 


10 


federal programs relatinq to deaf/mentally retarded individuals, and ' 


11 




1? 


\ 

Bt IT FURTHER RESOLVED, That Conqress assure, throuah legislation, that t.hP SpcrPtary 


13 


of HEW seek advice from professional authorities in establishing these auidelines. 


Id 


* * * 


' 


15 ■ ■ — — — ; : 


16 , ; ^ ^ 

17 - * - ' 






- , . ' •# < 

<> 


20 


' .* 


4 

21 


' Aporove "11 - 


27 


1 Disapprove 20 


23, 


l.^bstain 7 



er|c 



101 



Tt)« lltiring-lmptlrtd Me'ntally'Retar'ctod: 
Recommendttlon* (or Action 



PLEASE DO .NOT WRITE IN THIS SPACE 



RESOLUTION FORM 



Page. 
of 



■pp. 



RESOLUTION NUMBER...- 5. 

ACff;ON ■.?,?.?...below 

DATE .,..flMgHS.t..28u..l97.^. 



SUBMITTED RY - Legislation/Finance/ 
Admjni<;tr3tinn ('Rrniip T) 



Date SubmittfiT<- flngi.ct ?7 107/] 



WHEREAS, , 



(PLEASE USE TH,E FOLLOWING FORM) 

V 

, , and . * ' 



BE IT RESOLVED, That^........^... 

BE if FURTHER RESOLVEOrThat 



and 



PLEASE TYPE OR PRlNT, DOUBLE SPACE 



r WHEREAS, it is. recognized that deaf/mpntally r^f^^rdf^d porcnn^ ^rp nnly npp grmip u/hirh 



is currently not bei'nq ^served. 



\ 



4 ' BE IT resolved; That the American Speech and'Hearinq Association report call attenti on 
^ ./^ to the fact that deaf/mentally retarded persons comprise only one such target popula- 



f. t?1on; therefore, future activit>ies gf 'the funding agency should consider examining 
y • Other target populations as potential priorities for servicesf^' .- 



10_ 



Il- 



ia- 



13. 



14_ 



15_ 



16_ 
17- 
IS- 
IS- 
20- 
21- 



Approve 26 



22- 



' Disapprove 12 



23_ 

a .■ 
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PLEASE DO NOT WRITE IN THIS SPACE. 



RESOLUTION FORM 



Page- 
of 



pp. 



RESOLUTION NUMBER A. 

ACTION 

date: ^ 



SUBMIHED W Legislation/Finance/ 
Administration (Group I) '' 



Dale RiihmiHfiH: Auqust 28, 1974 



WHEREAS — 

-WHEREAS, 

BE IT RESOLVED, That 

BE IT FURTHER RESOLVED. That .... 



(PLEASE USE THE FOLLOWING FORM) 
and' e 



,., and 



PLEASE TYPE PRINT, DOUBLE SPACE 



1 WHEREAS^ professional^ standard?; and !;tanH3rH<i nf mim'mi/m hi/man rarp vary nrn<;c;1y from 
o state^ to state, and ' [ , 1_ 

3_ . : : : : , 

*A WHEREAS> the fed&ral courts have clearly established that all hdndicapped people are 
q entitled to equal rights as' United States citizens, 



7 BE IT RESOLVED. That Congre?;<; assure throu gh 1pqi<;1;^tinn, th;^f thp ^f^rrf>f!\ry of HFU nr 



R other appropriate executive officers require that all agenrip^; (puhlir and/nr privatp^ 

Q specify their procedures for insuring compliance witn established professional standards 

in for healths educational services, and standards for minimum human care in all federal 
~' ? ~ I To ' \ I ^ ^ ~' 
11 programs for persons with deafness and mental retardation, and 



7 



12_ 



BE IT FURTHER* RESOLVED > That if no such standards exist> said agencies should specify the 



14- 



steps they will take in addressing themselves to the resolving of problems related, to 



' ^ client health, educational, and human care services. 

10- : 5 



16_ 
17_ 
18- 
' 19- 
20_ 
21_ 
22- 
23- 



Apprnvp 30_ 



Disapprove 
Abstain 
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Th« Heirlng-tmpaired Mentilly Retardedi 
Recommenditloh* (or Action* 



PLEASE DO NOT WRITE IN THIS SPACE 



RESOLUTION FORM 



RESOLUTION. NUMBER...- .1. 

AOTION.....see..bel.pi_ 

DATE ....Auaust'28, 19.74 . 



Page- 
of.... 



PP- 



SUBMITTED RY-Irfpnt.ifi cation/Asspf^smpnt 
(Group in 



Date RuhmittRri! Audust 27. 1974 





(PLEASE USE THE FOLLOWING FORM) 


WHEREAS 




. and • ^ 


••"'WHEREAS 




BE IT RESOLVED, That 




BE IT FURTHER RESOLVED. That 


, and ' - ' 


PLEASE TYPE OR PRINT, DOUBLE' SPAC^ 



1- 

2_ 
3- 
4- 
5_ 
6_ 
7_ 
8- 
9_ 

IP- 
11_ 
12- 
13- 
14- 
15- 
.16- 
17_ 
181 
19_ 
26- 
21- 
22- 



WHEREAS. not all children with hearing impairnipnt. and mpnt.al rptarHafinn at thp p^-P-' '^^ 

school level are being identified, and \ ^ 

\ J 

WHEREAS, parents and x.\hers responsible- for the care and treatment of these children may 
not be aware of the avai1abi1ity> and/or need for comprehensiVe assessment;' . 

BE IT RESOLVED. That efforts be made to dptprmine thp hP<;t mp;^n<; for informing thP<^P 
persons of the availability of and need for such assts<;ment <;ervirp<;. including thp , 
development of guidelines with respect to behavior that would prompt referral, the use 
of various media, and field testing of effectiveness. 



. Approve, 



Disapprove 0 



23- 



Abstain 



0 
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Appendix B 



PLEASE DO NOT WRITE IN THIS SPACE 



RESOLUTION FORM 



RESOLUTION NUMBER 2.. 

ACTION...se.e..H.e.l.QW 

DATE Auaust..2a,...].9.7.4. 



Page 

of , pp. 



SUBMITTED RY; Jdentif ication/Assessment 

(Group 1 1). 

Date SubmiUed:_August_27j_1974 



WHEREAS 

WHERB^S, 

BE IT RESOLVED, That 

BE IT FURTHER RESOLVED. That 



(PLEASE USE THE FOLLOWING FORM) 
and 



., and 



PLEASE TYPE OR PRINT, DOUBLE SPACE 



1- 


MHEREAS, children who are mentally retarded often have hearing impairments which are 




unc^tected or often difficult to confirm, and 




4 


WHEREAS, the initial detection, of hearing impaired mentally retarded children is compl-ix. 




often requiring multiple visits and specialized personnel, and 




7 


WHEREAS, resources are frequently not available or accessible in local communities, and 


8 




9 


WHEREAS, it is frequently impractical for children to be transported lonq distances from 




their homes for comprehensive assessment. 


11 


1? 


''be it resolved. That services be transported to remote local communities and catchment 




c 

areas, and 




15 


BE IT FURTHER RESOLVED, That for the purposes of identification, these services consist 




of audioloqic and other appropriate^interdiscipl inary services, and 


17 


18 


BE IT FURTHER RESOLVED, That the home base for such services be, wherever possible. 


1Q 


located at a program that can coordinate follow-up, comprehensive care. 


on 


21- 


Approve 33 


2? 


^ Disapprove 0 


23- 


* 1 Abstain 0 
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The He«rlng-lnip«lred.M«nUlly Retarded: 
Recommenditions for Action 



PLEASE DO NOT WRITE IN THIS SPACE 



RESOLUTION FORM 



Page- 
of 



PP- 



RESOLUTION NUMBER .3. 

ACTiON...see..t)el.C).w.._ 

DATE ^Au£u.st.28,..1974 



SUBMITTED RYr Identi f i cati on/Assessnif?nt - 

f Group in 

Date RMhni.^PH - August 27. 1974 



WHEREAS, « 

WHEREASrZ^^^^^^^ 

BE IT RESOLVED, That — . 

BE IT FURTHER RESOLVED. That 



(PLEASE USE THE FOLLOWING FORM) 
, and 



., and 



PLEASE TYPE OR PRINT. 'DOUBLE SPACE 



1 


WHEREAS, 


hearing impaired children mav fail to benefit from regular prpschool and school 


? 


programs 


because of 'intellectual deficit, and 


3 




it 


4 


WHEREAS, it is important to differentiate intellectual deficit from i)ther causes of school 


5 


failure, 




fi ■ ' ' 


' 7 


BE IT RESOLVED, That workshop^, setninars and other procedures be employed to increase the 


8 


skills of those concernecf with the education and treatment of the hearing impaired so 


9 


that they can differentiate intellectual deficit from other causes of school failure. 


10 






11 ' ' . 




13 






14 




... . • - 'V 


1R . - ■ ' 


16 




..... J . . , 

, *k » » « 


17 ' . - • 


18 


19 ■- 


on 


21- 






22 




V 


'23 




^ V * 
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RESOLUTION FORM 



PLEASE DC rit-T WRITE IN THIS SPACE * ' 



Page- 



of pp. 



RESOLUTION NUMBER A 


RiiRMiTTFn ry- Identification/Assessment 


ACTION .?.?.?...bel9.w. 


fGrouD II) • 


DATE Augus.t..2§j..I9Z4 


nafp si.hmitfprf- Auaust 27, 1974 






V 




.(PLEASE USE THE FOLLOWING FORM) ' " . 












.., and 








BE IT RESOLVED, That 










.., and ' • • ' 


BE IT FURTHER RESOLVED. That 




PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS, school age children and adults who may be hearing impaired and mentally 

o retarded are located in various day and residential institutions or habilitation programs 
^ throughout any one state, and . 



4- 
5- 



WHEREAS, effective initial assessment of these individuals demands extended evaluation. 



\ 



7 BE IT RESOLVED, That when transportation to and housing nf thfi<;e individuals' in a regional 

ft center is not practical the parent agency should employ mobile ijnit<; to reach this . 

Q population, and '. 

• • • . = ■ " ' ■ ■/ \ 

io_^ : — 

BE It FURTHER RESOLVED, That these mobile units be staffed by a core interdisciplinary 

team composed of appropriate specialists such as an audiologist^ comoiMnication specialist, 



13- 
14_ 
15- 



psychologist, special education teacher, nurse, work evaluator, and social worker, and 



BE IT FURTHER RESOLVED, That the mobile unit team work with and coordinate with the local 



16. 

17. 



professional personnel, and 



BE IT FURTHER RESOLVED. That this core interdisciplinary team be responsible to a parent 
agency where action on the team's findings and recownendations can be coordinated and 
gn implemented with other agencies and established programs, 

21 : : r 



Approve ' 42 



22= 



Dissaprove 1 



23 ^ ^ ^ 
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PL«SE DO NOT WRITE IN THIS SPACE 



RESOLUTION FOm 



PageL. 
of 



RESOLUTION NUMBER.... 5.. 

I ACT10N...§?e below._ 

DATE .AMy.sL.2.§.,...l9.?.4. 



pp.. 



SUBMITTED RY- Identif i ration /Ac;'<;fi<;^mpnt 

(Group in 

Date Snhmitted! AuQUSt 27. 1974 



; ' ■ ^ (PLEASE USE THE ■FOLLOWING FORM) • • - 

WHEREAS; » - • ^ . 

; 1 .' , and * " . ^ . 

WHEREAS, - 

BE IT RESOLVED, that r' - 

BE IT FURTHER RESOLVED. That PLEASE TYPE OR PRINT, DOUBLE SPACE 


1 


WHEREAS, admission criteria for residential plar.pmpnt -nf thp hparina impairpH and thp 


? 


retarded have not always heretofore included interdiscipl inarv ro'mprphpn<;ive diagnosis 




and evaluation, and ' ' " _ 


A 


5 


WHEREAS, incomplete assessments may have resulted in inappropriate placement of children 


6 


and adults into training centers for mentally retarded and educational programs for 


7 


hearing- impaired children and"adults, and - • 


8 




o 


WHEREAS*, inappropriate placement may prevent the maximum educational, social, and personal 


10 


development of these persons, ' . 


11 - 


1? 


BE IT RESOLVED, That new interdisciplinary dia5nn<;t,ir a<i<;pc;<;mpnt tPAm<; and thn<iP PYi<^ting 


13- 


within University Affiliated Facilities prov^dp romplPtP a<;<;p<;<;mpnt<; at all rf^nff^r<^ for 


14. 


the hearing impaired and mentally retarded in accordancp with thi^ a<;<;p<;<;mpnt <;tandard*<^"of 


15 


the Joint Commission on Accreditation of Hospitals, and 


16- 




17 


BE It FURTHER RESOLVED, That federal funds be made available on a matching basis to the 


18. 


states for the specific purpose of providing such diagnostic and assessment services. 


19. 




20. 




21. 


Approve 37 


22. 


Disapprove 0 


23. 


Ah<;tain fi* 
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PLEASE DO NOT WRITE IN THIS SPACE 



RESOLUTION FORM 



Page- 
of 



pp. 



RESOLUTION NUMBER A 

ACTION...se.e-..belpw._ , 

DAtE .August..aa*.I97.4^ 



SUBMIHED RY- Identification/Assessment 
' ffiroijp in ■__ 

Date RiihfnittPri; . AtiqiKt. ?7 , 1Q74 



. WHEREAS, 

WHEREAS, r.... 

' BE IT RESOLVED, That 

BE IT FURTHER RESOLVED, That 



(PLEASE USE THE FOLLOWING FORM) 
, and 



,., and 



PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS, the hearing" impaireH mpntalTv' rpt^irHpH rhilrt and /^riiiU prpspnt iiniqiip diaQnosti.- 
9 problems which are best served bv a hiohlv soDhi <;t1rat.pH int.Prdi-.cipllnarv assessment team 
Q having comprehensive diagnostic facilities at their d isposal > and ^ 



WHEREAS, idenj:ification and assessment centers for the deaf/blind possess the basic 
resources an d organizational structure conducive to differential assessment of multi- 
handicapped children, i_ ' 



9 B E IT RESOLVED. That present legislation und^r Part. C of the 'Education of the Handicapped 

Act include provis^'ons. for and funding of progr^ams for alV children and young adults 



10. 



^1 suspected of having at least one sensory impairment in a ddition to-anv other suspected 

* " — - -- 

handicapping conditions. , ^ ' 



12 



13= 



14: 



16. 



17. 



18.,_ 
19_ 



20_ 
21_ 



Approve . 38 



22. 



Disapprove 2 



23- 



Abstain ^JL 
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RESOLUTION NUMBER...- ?. 

ACTION<..se.?...t).e.l.C>.W.._-. 

DATE .Au3USt..28i..I9Z.4 



Page- 
of 



pp;- 



SUBMITTED RY; Identvf ication/Assessment 

'. f Group II) ^ 

Date Submitted: A uqust 27. 1974 





(PLEASE USE THE FOLLOWING FORM) 








.... . and 


WHEREAS 




• BE IT RESOLVED, That ^. 






, and 


BE IT FURTHER RESOLVED. That 


PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS, adults who are hearing impaired and mentally retarded will need continuing care 
0 and follow-up, ^ ^ ' 

3 i '. 

4 BE rr RESOLVED, That all adults with he&n'ng impairment and mental retardation be. provided 
^ comprehensive' health care, counseling and vocational services as needed, and' 



7 BEJT FURTHER RE SOLVED. That t.hO!;p who arp plar pH in rnm miinity living farilit.ip'; havp a 

R Status and- job review at least every fivp ypar<;. ' 

L_ ^ 1 . 



10- 
11- 



12_ 



13- 
14- 



15^ 



16- 



17- 



18_ 
19- 
20. 

21- 
22. 



Approve 27 



Disapprove 5 



23. 
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RESOLUTION NUMBER... .9.*.. 

ACTION..,.S.?8..l3e.lQW..'- : 

DATE .A.u.au.st.28,...1974 



Page. 
of 



pp. 



SUBMITTED RY- Identification/Assessment 

f Group Iir 

crate RnhmiitPH- August 27, 1974 



•WHEREAS 

WHEREASrr..».. 

BE IT RESOLVED, That 

BE* IT FURTHER RESOLVED, That 



(PLEASE USE THE fOLLOWING FORM) 

^ . . • - . 

, and ♦ 



., and 



PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS, some hearing impaired mentally rptardpd individuals have been denied treatment 
0 such as surgery indicated for otologic diseasp and palatal -denta l deviations, and have 



rK been denied the benefits of hearing and speech prostheses solely on the basis of their 
A sub-average functioning level, and \ ; 



WHEREAS, hearing impaired mentally retarded individuals have the same constitutional 
rights to treatment and education as do all, other individuals, 



Q BE IT RESOLVED, That. hearing impaired mentally retarded persons' be provided the same 

medical ..services that are available to non-retarded individuals, especialTv in the manage- 
ment of otologic disease, palatal reconstruction/ and orthodontic treatment, and 



12- 



13- 



14- 



15- 



la 



BE IT FURTHER RESOLVED, That hearing impaired mentally retarded persons be provided 
appropriate prosthetic devices (i.e. hearing aids, speech appliances), and 



BE IT FURTHER RESOLVED, That provision of the above services be determined on an individual 
17 basis with due consideration being given to the primary physical or sensory" needs and to 
the individual's functional capabilities in tolerating treatment and in managing or . 



learning to manage prosthetic devices. 
20 . — ' — 



21. 
22- 



Approve 36 



Disapprove 1 



-Abstain 
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RESOLUTION NUMBER 2* 

ACTION _ 

DATE _ 



-Pagei. 
of 



pp. 



SUBMITTED RY- Identification/Assessnient 

(Group II-) 

Date RiihmitfPd- August 2«. 1974 



WHEREAS 

WHEREAS, , : 

BE IT RESOLVED, That 

BE IT FURTHER ReIoIvED, That 



(PLEASE USE THE FOLLOWING. FORM) 
and * 



and 



PLEASE TYPE OR PRINT, DOUBLE SPACE 



y WHEREAS, the hearing impaired mentfllly rptarHftH pn pn1;^t^^ pnrnmpi:^<;c ;p<; ^ mnl t.ipl irity nf 
o degrees and kinds of handicap^. ^ 

3: e ^ ^ ' ' ' ' • — ^ L- 

4 BE IT. RESOLVED, That interdisciplinary assessment procedures be used in the diagnosis^ ] 

evaluation^ program planning^ placement and diagnostic teaching procedures for all hearing 

f- impaired mentally retarded persons, and ' 



P BE IT FURTHER RESOLVED, That interdisciplinary assessment and t-e-assessment be provided 
Q with parental or guardian consent by competent teams of individuals and include: (1) 
comprehensive dudiologic evaluation to determine type and degree of hearing loss and to 



11. 



12- 



explore possibjlities of amplification; (2) intellectual/psychological assessments; (3) 
assessment of.Janguage/speech/communication skills; (4) physiological evaluation 



13- 



(including medical, otoiogical, neurological*, visual, and motor function; (5) emotional 



14- 



15- 



and behavior assessment; (6) spcial case histories and social functioning; (7) educational 



16- 



achievement; (8) vocational and occupational assessments; and, (9) determination of 
recreational neecls. 



17- 



18- 
19- 
20. 
21. 
22- 



Approve 



28 



Disapprove 



Abstain 
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ACTiON ?.ftft..t»e].O.W. 

.DATE." Aymt.iB.....l52.4... 



Page — ] 

of 2 pp, 



SUBMITTED RY - Teachi ng/Managemeflt/ , 

Supervision (Group III) 
Date Riihmittfiri! A'ligijst 27. 1974 ■ 



•WHEREAS ■. 

WHEREAS 

BE IT resolved; That 

BE if FURTHER RESOLVED. That 



(PLEASE USE THE FOLLOWING FORM) 

- ^ 

and 



and 



PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS, it Is necessary for hearing impairp H mpntally rPtarHpd pprqnn<; fin rprfiive 
0 supportive services throughout their life s pan, and ^ [ 



^ WHEREAS, numerous community agencies provide these services. - 



BE IT RESOLVED, Th;^t. 1egis1;^tfnn in p;^rh <;tatfi Hp<;ignat.P r\ <;inf)1p inurcp (Hirprt.innal 1 



y agency with power to invnlvp appropriatp ag pnrip<; tn in<;iirp (nvpr<;pp) that hparinq 

ft impaired mentally retarded persons receive all necessary and appropriate services needed 



q ' throughout their lives, and 

10 ^ : : 



Il- 



ia. 



BE IT FURTHER RESOLVED, That legislation "be considered by the states to mandate year-round 
educational services for hearing impgiired mentally retarded persons from birth through, at 



13- 



least, twenty-one years of age, and 



14- 



*%l IT FURTHER RFSmvrn. Th;^t ;^gpnrip^ invnlvp H with hparing impairp H mpn t A lly rplardpd' 
1R persons assumed IpvpI of rp?;ponsibi1it.y fnV ^ pr^^r■(i^ ff^signat.pd hy t.hR ^t.t.flrhpH chart .. 
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► 






Welfare 
















^upport 
Services 


• 


c 










■ ► 




Fu!>tcr PIdcement 




















* 








► 

* 






^Mental Health 












— — f 














V 




* 


> 





Appendix B 



RESOLUTION FORM 

PLEASE- DO NOT WRITE IN THIS SPACE 



RESOLUTION NUMBER 2.* . 

ACTlbN...?.Se...!?e1ow._ 

.DATE Mw.S.t...a3.....1.97A 





PageL. 



of, pp. 



SUBMITTED RY- Tearhinq/Managpmpnt./ 

Supervision (Group III) ^ 
Date RithmiHpri- AiigiKt ?7, 1 -974 ' 



7 (PLEASE .USE THE FOLLOVVJNG FORM)", 

WHEREAS ^ " ' • 

and • , , 

WHEREAS .'. » • •* . 

BE IT RESOLVED, that ^ : " ; . 

~ * and i \^ 

BE IT FURTHER RESOLVED. That PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 


WHEREAS, the parents or quardians of the he'arina' impaired mental! v retarded aenerallv have 


9 


unique responsibilities and concerns, , „ r 


• \ 


.4 


BE IT RESOtVED, That parents or guardians be encouraged to participate in professional 


5 


• c * ' 

staffings assembled for interpretation of competencies, disabilities and programming needs 


6 


of their child. - - 


.7 




R, 




Q 


in 


* • 


11 ' '■ 


10 




c » 


14^, ^ — : ^- : 


t 
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PLEASE DO NOT WRITE IN THIS SPACE 



RESOLUTION FORM 




PageL 
of 



pp. 



SUBMIHED RY- Tearhing /Manaaement/ ' 
Superv-fsio n (Group Ul) ' 



Date- SnhmitfpH- August 28. 1974 



WHEREAS, 

WKEREAS, 

BE IT RESOLVED, That 

- BE It further RESOLVED. That 



^PLEASE USE THE FOLLOWING FORM) 
..... and 



., and 



PLEASE TYPE OR PRINj^ DOUBLE SPACE 



1 WHEREAS, a critical need exists for tearhfir <; whn pn<;<;p<;<; <;ppr if1r ^^kilU for dealing 



9 with the hearing Impaired mentalW retarded population (such as the interfacing of 
r\ developmental^ language pintles with life situatfon needs)-, 

T ~ ^ : ^ 

BE IT REl'SOLVED, That support programs for professional training of school personnel, 
retraining of allied professionals/ and In-service training be given top priority by 
y state departments of education, and [ " 



8- 
?- 
.10- 
11- 



BE IT FURTHER RESOLVED. That ?iuide1ines for certification of teachers of the hearing 

V - 

impaired mentally retarded be defined nationally and promulgated to state certifying 
agencies. • • \ 



13_ 
14. 
15_ 
16_ 
17_ 
18. 
19. 
20. 
21- 

23. 



Suggested Areas for Training Skills* 

1. Developmental aspects of language 

L-lvlng-learnIng experience programs 

.-3. - Functional-analyses^ of behavloc (progranmlng skills and data 

reporting and collection) 

4. Psychological aspects 

5. BehavloraT manag&nent principles and techniques 

6. Coninand of Interolscipllnary fields, 1 .e;' i^elelaat terminology^ 
knowledge of tests and measurements ^ *^ 

7. Audlologic/otologfc background • ^/ 

8. Hearing aid/amplification management ^ /y 

9. Conmunlcatlon training - proficiency In manual/oral cwrmunicati^e 

systems- . 
10. Practicum with Jiearing impaired mentally ri^^de^d 
IK Parent/client staff counseling techniques \ ^ 

_ ^ . _^ ^2 : ^ 

*The above areas ajre Intended for study and are not Intenaed to be ah 
exhaustive list of training skills necessary for teachers of hearing 
impaired mentally retarded Individuals. * \ 



*appeared previously as Resofutinn U 



Approve 



30 



Disapprove 



Abstain 




M16 



i 
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RESOLUTION FORM 
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ACTION see'..be.low .;.„■...•... 
DATE...3.yiui08Ll9M 



At 



SUBMITTED BVl^ 



T^chi 



Pagei. 
of 



pp. 



nq/Manaqement/ 



Supervision (Group III) 
Dat^ ?;iihmittPH- August 27: 1974 





(PLEASE USE THE FOLLOWING FORM); •■ 










and - ^ y ' 








. , and 


BE IT FURTHER RESOLVED, That 


PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS, the data concerniriQ the incidenrp and rhara rtpri<;tir<; nf thp hpan'ng impairfid ^ 
9 mentally retarded population'^'are grossly inadequate, and ^ 



^ WHEREAS, the data related to the availability and quality of services for hearing impaired 



5., 
6- 
7^ 



mentally retarded individuals are insufficient to help in providing coordinated programs 
for this population, ■ 

^ ^ '• 



BE IT RESOLVED, That thp Secretary of Health. Fdu r^tinn, Fsnd Wp1f;^rp Hp rh;^rqpH with 

Q determining and providing a mechanism for: f1) reviewing thp. status and development of 



services for the hearing impaired mentally retarded population from birth to death; (2) 

/ / 

p setting objectives, standanh, and data procedures for educational and other services 
1 ^ required by the hearing impaired mentally retarded population; (3) determining priorities 
,^ in advancing services, research, and program evaluation; and, (4) advocating implementa- 
tion' of priority services through such strategies as drafting model legislation, under-" 
taking public education and disseminating information tp professional practitioners. 



14- 
15_ 
16= 
17_ 
18_ 
19_ 
20. 



Approvp 22_ 



2k. 
22_ 



Disapprove 2 



Abstain 



•y^ *.aDpeared previouslv as Re<;n1iitinn 
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RESOLUTION FORM 

PLEASE DO NOT WRITE IN THIS SPACE 



PageL. 



of pp. 



RESOLUTION NUMBER ,5* . 

ACTION. see..bfilQVL 

DATE...> Auaus'.t.2B.....15Z4."..... 



. SUBMITTED RY- Teachin g/Management/ 
y SunRrvisinn fGroup III) 



Data s^HhmiffpH' AuQu.st 27. 1Q74 



WHEREAS. 



(PLEASE USE THE FOLLOWING FORM) 


..... and . ' ; , 



WHEREAS. r. 

BE IT RESOLVED. That , ^r.^ . • * 

^ and \ ^ 

' BE IT FURTHER RESOLVED. That PLEASE TYPE OR PRInT, DOUBLE SPACE 



(5 



i ' WHEREAS, no organized sv^stem exists for gathering, analyzing and disseminating the 

o available educational information regarding the hearing impairpd mentally retarded popula- 
3__tioirj - ' > 

4 , ^ , ^ : 

BE IT RESOLVED, That the National Center for, Educational Media and Materials for the 

Handicapped, in concert with the network of regional centers, be charged with the acquisi- 

y tion, review, ancilysis and dissemination of curriculum content, techniques, and related 

R materials for the hearing impaired mentally retarded population: (1) to survey existing 
Q clirricula content, techniques and related materials developed within programs for the 
hearing impaired and within the programs for the mentally retarded which have relevance 
^ for the hearing impaired mentally retarded population; (2) to survey existing materials, 
techniques and curricula developed by programs serving the hearing impaired mentally 
retarded population; (3) to analyze the acquired materials, techniques and curricula in 
order to facilitate the generation of guidelines and objectives for evolving hearing 
impaired mentally retarded training/educational programs; (4) to conduct regional seminars 



15- 



and practica in promising strategies for the hearing impaired mentally retarded practi- 

1D ' ■ ; ^ 

.^y. tioners; (5) to stimulate research and demonstration projects based on the data acquired 



18- 
19- 



in the survey; arid, (6) to establish procedures which will assure ongoing acquisition, 
evaluation, and dissemination of curricula, techniques, and materials appropriate for the 



20- 



hearing impaired mentally retarded population. 



2 J Approve 35 

22 Disapprove 0 

Abstain 0 



23. 
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ACTION .s.ee.bfilQW- 

DATE .AuflU§.t...aS^..]M 



Page- 
of 



SUBMITTED RY- Teaching/Management/ 
Supervision (Group III), 



Date Submittf-H; August 27, 1974 



pp. 





(PLEASE USE THE FOLLOWING FORM) 


WHEREAS : 






and * 


WHEREAS 




BE l-T RESOLVED, That ..i 






, and 


BE IT FURTHER RESOLVED. That 


PLEASE TYPE. OR PRINT. DOUBLE SPACE 



/ WHEREAS, no organized system exists to serve as a central clearinghouse for all infoVma- 
P tion concerning the hearing impaired mentally retarded population, 



A ^3E IT RESOLVED, That t^^e newly established Office of the Handicapped'^'be charged with 
t\ including the hearing, impaired mentally retarded population within the scope o^ its 
clearinghouse services. I 

7 : - • ' ^ 



8 

9 



10_ 
11_ 
12_ 



13- 

' ;15- 
>^ 16! 
" . 17- 
18- 



,1 . 



' appeared previously a^ a portiph of Resolutioa#6 & 7, combined 
20 



Apprnvp 



. 1 

Tsubsequent to the Hunt galley Conference, the Office 



21- 

I ■ ' 

22 of the Handicapped was renamed tl?e Office for Handicap- 
23. 



ni';approvp n 
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Supervision -(Group III) 
Date ??..hmi»pH- August 27, 1974 





(PLEASE USE THE FOLLOWING FORM) 






, and 










, and 


BE IT FURTHER RESOLVED, That 


PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS, this special popul T^ tlnn ha^ no t.hnroiiqh iy rP5;parr.hpH and documented data avail- 

0 able on standards for and effectiveness lof apDroache ^ to curriculum, teach^'ng. program 

^ design, use of diagnostic and evaluation tools, and professional/paraprofessional training 

A programs that would safeguard total as well as individual program development. 



5^ 



^ BEJT RESOLVED, That a national evaluation system be designed that stimulates and directs 

y the collection and analysis of data from programs for the hearing impaired mentally 

* 

retarded including yearly evaluations that measure child-oriented behavior changes and 

8 . : ^ 

yield measures of the effectiveness of total program^. ^ 

9.. 



10_ 

11_ 



12_ 



13_ 
14= 
15= 



16- 
17_ 
18_ 
19, 



20- 
21- 
22- 



Approve 



Disapprove 22 



Abstain 11 



*appeat'ed previniiqlv as Rp<;n1iit.inn #q 
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RESOLUTION NUMBER 8*. 

ACTION .§.e.e.;J?.e.l;5W. 

DATE ^wmL.z^.^Am 



SUBMITTED BY; Teaching/Management/ 
Supervision (Group III) 



Dale Submitfnd! August 27. 1974 





(PLEASE' USE THE FOLLOWING FORM) 


, WHEREAS 






, and ■ 












, and • ' 


BE IT FURTHER RESOLVED. That 


:.. PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS, teacher/pupil ratios should be optimal to insure maximum progress of individuals 
9 according to their abilities and should be in line with specified ratios for deaf/blind, 
q deaf, and mental retardation classes, ^ 

4 - . : 

R BE IT RESOLVED, that ratios be established for the hearing impaired mentally retarded 
K which are lower than ratios established for the deaf and for the mentally retarded at 



7 comparable developmental levels. 
8 I 
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10_ 



11- 



12_ 
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14_ 
15_ 
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22. 



Approve' 30 



Disapprove 2 



Abstain 
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RESOLUTION NUMBER .1 

ACTiON...5fifi..nfiK.t..pagfi 

DATE Au9y.^t...a6x.J.9.7A 



SUBMITTED pY- Professional /Paraprofes- 
$4ona1 Preparation (Group TV) 

Date <^nhmiW ArigiKt ?7, iq74 , 





(PLEASE USE THE FOLLOWING FORM). ■ ' , 

, and , • • • *' . 






* f 




and 


BE IT FURTHER RESOLVED, That 


PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS, demographic stuijips report t hAf R fn 17 p^rrpnt of thp hparing impairpH popnia- 
0 tion is also mentally retarded, and . , ^ 



4 WHEREAS, the needs of the hearing impa ired, mental! v retar dpH population are not being met 
t; in existing programs indicating that a crisis situation may be extant' and 

6 '■ 



7_ 
8. 
9. 



WHEREAS , there is a wide range of hearing impairments, degrees of mental retardation, age 
ranges, and educational/training settings, and 



ir) WHEREAS, all professionals preparing to work with the hearing impaired menta lly retarded 
p or other multi-handicapped hearing impaired- persons should receive basic background 



12- 
13, 
14- 



pre paration in the psychological, sociological, educational, and communicative p.^oblems/ 
potentials of this population, and 



WHEREAS, there are few professional /oara professional nrenaration prnorams. 



16- 



,7 BE IT RESOLVED, That professional and paraorofessional prepar ation programs for managing 
the hearing impaired mentally retarded population be established to includ e: short term 
(in-service, workshop, institute) preparation programs to upgrade skills of current 



19. 



personnel; long term preparation programs that extend the basic preparatic/h beyond the 
2j level of Provisional Certification (Council on Education of the Deaf) to provide special' 
ized preparation in the area of mental retardation, and _^ ■ 



23. 
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sinnaV Prpps rat.inn (firoiip TV) 
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(PLEASE USE THE FOLLOWING FORM) ' ' . 








and 










, and - • . 


BE IT FURTHER RESOLVED, That 


PLEASE TYPE OR PRINT, DOUBLE SPACE 



BE IT FURTHER RESOLVED, That federal funding be providfid for the support of such 
specialized preparation programs, and [ 

BE IT FURTHER RESOLVED, That such support be regional and determined on the basis of 
appropriate criteria including: (1) interest and commitment of the institution; (2) 
internal/ext ernal resources and facilities availability; (3) appropriate practicu.u 
opportunities; and, (4) availability of diagnostic services with special expertise. 



1_ 
2_ 
3_ 
4_ 
5_ 
6_ 
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20. 

21. 

22. 

23. 



Annrnvp 



Disapprove 0 
Abstain ? 



123 



Th* Htaring lmpalrtd MtnUlly Retarded: 
Recomimnaationt (or Action 



X 



PLEASE' DO NOT WRITE \U THIS' SPACE 



RESOLUTION FORM 



RESOLUTION 'NUMBER 2., 

ActlON..;See..below.._..; „„• 

DATE Auj9LU.§.t;.?.9.,...1.974. 



PageL. 
of 



pp. 



SUBMITTED RY ; Professional/Paraprofes- ^ 

■ sional Preparation (Group IV) 
Date SiihmittPri- August 27. 1974 





-(PLEASE USE THE FOLLOWING FORM) 








, and . / 






BE IT RESOLVED, That 


, and : 


BE IT FURTHER RESOLVED. That 


PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS > there Is a dearth of experienced professional programs as well as a lack of 
9 sufficient federal and state fCinding, and ; 

3 '. 1- 

^ WHEREAS^ hearing impaired mentally retarded programming requires a low pupil -teacher 

ratio (1:4). necessitating large numbers of instructional and supportive personnel. 



6- 
7- 
8. 
9_ 
10- 
11, 
12- 



BE IT RESOLVED,. T hat: (1) an agency such as thg Office of Demograph-ic Studies with exper- 

^ rr^ 

ience in conducting surveys of the hearing impaired population conduct an indepth study to 

' 7 

determine the employment needs for professionals and paraprofess tonal s trained to work with 

— • : : 5 ' ' ^ ' 

the hearing impaired mentally retarded; (2), the office(s) of the Department of Health, 
Education, and Welfare assume responsibility fon assisting regional and state agencies to 

obtain funding for the development and operation of o ne and two year paraprofess ional 

^ 5 : : 



13- 
14- 
15- 
16- 
17- 
18.= 
19- 
20- 
21- 
22. 



preparation programs at the junior and community college level in addition to the use of 



non-credit approaches; (3) a number of model educational centers forhearing impaired 
mentally retarded persons be established by .federal funding in both residential and day 
class settings to provide optimum service to. this population and adequate practicum 
experience for the paraprofessionals; and, (4) fojr or five centers for the hearing 
impaired mentally retarded develop model demonstration programs for paraprofess ional 



preparation with the option that additional centers be funded based. on recommendations 
from the original demonstration centers and as a result of findings from the Office of 



Demographic Studies, Gallaudet College, Washington, D. C. 



Approve 34 



23- 



disapprove 1 



Abstain 
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RESOLUTION NUMBER 3.. 

ACTION - 

DATE - — 



SUBMIHED RV- Professional/ 



Page- 
of 



pp. 



'araprofes- 



sinnal Pfpparatinn (Rrniip TV) 

Date <^nhmiftpH- August 71, 1Q7/1 ' 





(PLEASE USE THE FOLLOWING FORM) 






• , and ' ■ - . ' . • ■ ' 












.. , and . . • ■ 


BE IT FURTHER RESOLVED, That 


PLEASE TYPE OR PRINT, DOUBLE SPACE 



/ 



, WHEREAS, certification standards are non-existent for professional and paraprofessional 
^ personnel serving the hearing impaired mentally retarded population, and ^ 



3_ 
4- 

.5^ 



WHEREAS,- standards should be derived from competency based criteria. 



^ BE IT RESOLVED, That competencies* develnppH at th^ ASHA-HTMR fnnfprpnr.P nf ANgti<^t. 1974. 

7 at Hunt Valley. Maryland serve as a basis for p rnffi<;<;inna1 cprtif irat.inn at the graduate 

level, and that these competencies remain consistent with state requirements as delineated 
Q by the Council on Education of the Deaf (CEP), and ^ , - 

:o ^ :_ _ : 



11- 

12_ 
13_ 



BE IT FURTHER RESOLVED, That the question of paraprofessional certification be referred 
to CED for consideration, and 



iA BE IT FURTHER RESOLVED, That th|& CEP work cooperatively with state depart ments in the 
^c; adoption and/or inclusion of determined standards. ^ 



16- 
V 'l7_ 



18- 
I9I 



20_ 
21_ 
22- 
23. 
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'DATE Auflust 28, 1974. 
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SUBMIHED RY * Professional /Parabrofes> 

sional Preparation (Group IV) 
Date SuhmittfiHf August 27. 1974 





(PLEASE USE THE FOLLOWING FORM) • " 






, and 








, and ' " 


BE IT FURTHER RESOLVED. That 


PLEASE TYPE OR PRINT, DOUBLE SPACE 



1 WHEREAS, a disproportionately large' number of hearing impaired mentally retarded persons 

i» 4<V 

>> may be, present within various minority groups, and [ '_ 



WHEREAS, hearing impaireH~indi vidua! s working at both professional and paraprofessional 
^ levels might serve as effective models in that they may be more sensitive to the needs 
- of the hearing impaired mentally retarded population. 



R BE IT RESi'L That professional /paraprofess innal trai ning prngranr; givp high prinrit.y 
9 to training members of minority groups and/or hearing inpairpd inHividDaU, and 



10- 



^1 BE IT FURTHER RESOLVED, That federal^ state, and local organizations direct specific 

attention to the utilization of such individuals in programs designed to serve the 
,^ hearing impaired mentally retarded population. 



14_ 
15- 



16- 
17- 
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IS- 
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PARTICIPANTS — HUNT VALLEY CONFERENCE 
"Hearing-Impaired Mentally Retarded** 
August 25-28,Nl974 



Dr. William Ambrose / 
Assistant ProtcsMir— Audiu)yg> 
Di\ ision of Exceptional Children 
University of Georgia 
Athens, Georgia,30602 

Mr. Ronald Anderson 
Coordinator of Deaf Education 
Dixon State School 
820 East Second Street 
Dixon, Illinois 61021 ^ 

Mr. Wallace K. Babington. 
Director ^ 
Office for the Handicapped 
. Room 351! South HEW 
Department of Health, Education, and Welfare 
Washington, D.C .'20201 

^DrrGerald*J7Bcnsb"efg"' ^""^ 
Director, Research and Training Center in Mental 

Retnrdntion 
Texas Tech University ^ 
Box45IO ' 
Lubbock. Texas 79409 

Miss Shi rkyBerger 
Diivtlor. Clinical Speech Services 
Parsons State Hospital and Training Center 
Parsons. Kansas 67357 * 

Dr.Al J.Berkowitz 

Deputy Assistant Commissioner 

Massdvhusetls Department ut Mental Health 

190 Portland Street \ 

Boston, Massachusetts02ll4 

Dr. Grant B. Bitter. Director 
Teacher Education. Area of the Deaf 
218-A.MBH 

Department of Special Education 

University of Utah ^ 

Sah Uke City, Utah 84112 

Ms. Nancy Bourey 
Speech and Hearing Clinician 
Wa ssa 1 c Devel opme nt Ce n t e r 
Station A 

Wassaic, New York 1 2592 

Mr, Jerry Brown 
Consultant, Hearing Sen'ices 
Department of Public Instniction 
Grimes State'Offiee Building 
Des Moines, Iowa 503 19 

Dr. Wallace T. Bnicc, Director 
Tucker^Maxon Oral School for the Deaf 
2860 S.E. Holgate Boulevard 
Portland, Oregon 97202 

Dr. William U. Castle. 
Dean of Instniction 
> National Technical Institute for the Deaf 
Rochester Institute of Technology 
P.O. Box 34 1 5 
Rochester, New York 

Mr. David Costello 

Teaching of the Hearing Impaired- Men tally 

Handicapped^ 
Dixon Slate School 
913 Chestnut Avenue 
Dixon. Illinois 61021 

. DrJehy B. Crittenden 
Coordinator, Aural (Re)IIabililation 
Apartment 029 

Department of Communitology 
Univ^i-sity of South I-lorida 
Tampa, Florida 33620 



Mr.'Richard J. Do\yling 
Director urCuvernniental Affairs 
American Speech and Hearing Association 
9030 Old Georgetown Road . 
Washington, D.C. 20014 

br.GilU'rt Delgado ^ 
Dean of the Graduate School . 
The Graduate School 
Hall Memorial Building 
Gallaudct College 
Washingtori, D.C:20002 

Ms. Patria Forsythe 

Professional Staff Member 

Senate Subcommittee on the Handicapped 

4230 Ne\>;Seryhte Office Building 

Washington,.pX;2p5IO,, „^ 



Dr.JnmesKemp 

Assistant Director uf Regional Rehabilitation Center. 
Florida Slate University * 
Tallahassee, Florida 32304 

Mr. George Kopcfiipk . ^ 

Director • ' 

Speech and Hearing Department - 
Rosewood State Hospital 

Owings Mill, Maryland 21 1 17 ' 

Ms. Faye LaBclIe 
Supervisor 

Programs for DeaC and Hard of Hearing » 
Broward County Public Schools 
Department of Special Education 
Ft. Laudeidale. Floj^.daJ33JO ^ 



Mrs. Mar)' Gross 
Teacherof the Deaf Retarded 
Moulder River School and Hospital 
314 13th Avenue . • 
Helena, Montana 58601 

Mr. Ernest Hairston 
Education Program Specialist 
Media Sen'ices and Captioned Films . 
BEH/USOE 

400 Maiyland Avenue, S.W. 
Washington, D.C. 20202 

Dr. Frieda K. Hamniermeister 
Cuvrdinatur. Program fur ihe EduLaUunut the 

liearing Impaired 
University of Pittsburgh 

Department of SpeciaT Education and Rehabilitation 
Pittsburgh, Pennsylvania 15260 

Dr. William C.Healey 
Associate Secretary for School Affairs 
American Speech and Hearing Association 
9030 OldGc*orgetown Roati 
Washington. D.C. 20014 

MS. Betty Heidbrvder 
Professional Staff Member 
Senate Committee on Aging 
RoomG-225 

Dirksen Senate Office Building 
Washington. D.C. 20510 

Ms. Judy Heuinanh 
Research As!>istant 

Senate and Public Welfare CommittcvL' 
4230 Dirk^n Senate Office Building 
Washington. D.C. 20510 

Dr.DoinE. Hieks 

Dean. Pa'-College Programs 

Director, MSSD, Gallaudct College 

3 Kendall Green 

Washington, D.C, 20002 

Mr. Charles Hil[ 
Executive Seca*tary— PRWAD 
8l4Thaver Avenue 
" SilverSpring, Mainland 20910 

M.S. Ellen Horn 

Administrative Assistant 

American Associ. on on Mental Deliciency 

R.Dv#l,Box282 * 

Spring City, Pennsylvania 19475 

Ms.Doreen S.Karp-Nortman 

Pmject Manager 

Office ofSdiool Affairs 

American Speech and Heaiing Association 

9030 Old Georgetown Rood 

Washington, D.C. 20014 
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Dr. Glenn L.Lloyd 

Associate Director. Program for the'Deaf 
NYU Dc-ifness Research and Training Center 
80 Washington Squaa* E f 
New York. New York 10003 

Mrl. Marilyn O.Lowell - 

Neuro.Psychiatric Institute. UCLA 

Research Audiologist 

3165 Motor Avenue 

Los Angeles, California 90064 

Mrs.'Dofothy Marsh 
Teacher 

St. Louis Count> Special School District 

12nOClayton Road 

Town and Countn*, Missouri 63131 

Mr. Sam Milesky > 
SupervisorofP'rogranisfor the Deaf 
Department of IHiblic Instruction 
Madison, Wisconsin 53703 

Dr. June B.Miller, Chairman 
Department of Hearing and Speech 
39th and Rainbow * ^ 

Kansas City. Kansas 66103 

Dr. Catx)line Mitchell 
Cliriical Psychologist 

Cal I ier Center for Communication Di.sorders 
l96^Inwood Road 

Dallas, Texas 75235 * 



Dr. James W. Moss ) 
Director, Planning. Evaluation ruidj Development 
Child Development and Mental Refardation Center 
Universitv of Washington ^ _ 

Seattle. Washington 98101 

pr. Doris Nainian 
Director of Training 
New York University 
School of Education 
Deafness Reseaa'h and Training Center 
80 Washington Square, East 
New YoiJi, New York 10003 

Dr. Paul S. Niswander 
Chief 

Speech Pathology lind Audiology 
The Nisonger Center ^ 
1580 Cannon Piive 
Columbusp Ohio 432 10 

Miss Wendie Nowlin 
Social Workei'/Conter Coordinatoi^ 
Georgia Center fuf the Multi Handicapped 
2040 Ridgewood Drive, N.E. 
Atlanta. Georgia 30307 
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M r . 3*erre nee 0*Rou rke 

National direetor for Communicaiivc Skills Program 

National Association for the Deaf 

814 Thayer Avenue y 

Silver Spring. Mai>'land 20910 

Mr. Jolin R.Owen * 

Director, Speech and Hearing 

Box ^23, Speech and Hearing Center 

West Virginia School for Dcaf/Bltnd 

Romncy, West Virginia 26757^ * ^ 

Dr. /oseph J. Parqicky 
The Nisonger Center 
1580 Cannon Drive . 
Columbus, Ohio 432 10 

Mr. Bill Peck ^ 
, Director . ♦ 

Oregon School for the Deaf ' * . 

999 Locust Street. N.E. 
Salem,'Oregon973IO 

Mrs.Elaine^orter , 
' Speech Pathologist 
Dade County Public Schools 
601 Gondolicre Avenue 
Coral Gables, Florida 33 143 

Dr. Stephen P.'buigley 

Professor of Education and Specch/Hcanng Scienci* 
39 ChildreVs-Research Center 
University of Illinois 
Champaign'. Illinois 6 1 820 

Miss Mary Rdpier , 
Supervisor of Deaf Programs 
Lubbocl^ State School 
.pox 5396 

Lubbock.TeAas 79417 



Mr. James Raymondjock ' 
Chief 

Children's Habihtation Services 
Monroe Developmental Sen'ices 
620 Westfall Road ' 
RochesteK New York 14620 

Mr. William Robertson 
Director 

District of Columbia Consumer Affairs 
1407 L Street. N.W. . 
Washington. D.C.2PO05 , 

Mr. Alfred Rose 
Assistant to The Director 
Division of.Developmental Disabilities 
DHEW, Room 3006,Mary Switzcr Building 
330 C Street. S.W.^ 
Washington, D.C. 20201 

Mr. Edward F. Rose 

Deputy Executive Director 
—President's Committee on Employment of the 
, Handicapped 

Room 636, 1 1 1 1 20lh Street, N.W. 

Washington, D.C. 20210 
» 

Dr^Rachel E. Slark-Seitz 
Assistant Professor 
Director, Hearing and Speech Center 
John F. Kennedy Institute 
Johns Hopkins University School of Medicine 
Traylor.Building. Room 417 
^Baltim'ore, Maryland 21205 

Dr.*Wayne L. Sengstock * 
Associate Professor 
Department of Special Etiucation 
Georgia State University 
33 Gilmer StreeP 
Atlanta, Georgia 30303 



Mr. Maxfield Shields , ' ^ 

Chief "" 

Consultant Division of Special Education 

Administration 
Department of Special Education 
Texas Education Agency 
Aus?tin,1'exas78701 

Ms. Brenda G.Smith 
Intern ' t 

President's Committee on Mental Retardation 
GSA Building, 7th and 0 Street, S.W. 
Washington, D.C. 20201 

Mr. Robert Stewart 

Director— Special Studies^ 

Western Pennsylvania School for the Deaf 

408 Franklin Avenue 

Pittsburgh; Pennsylvania 15221 

Dr. Charles A. Tait 

Program Director for Audiplo^y 

Institute for the Study of Mental Retardation and 

Related Disorders (ISMRRD) 
130 S. First Street 
Ami Arbor, Michigan 48 108 

Dr. Raymond J. Trybus 

Deputy Director, Office of Demographic Studies 
■ Gal laudet College 
Washington, B.C. 20002 
Dr. David Tweedie 
Assistant Professor of Education 
Departmen. ot'Hducation \ 
Gallaudet College 

7ch Street and'Florida Avenue, N.E. 
Washington, D.C. 20002 

Dr. FranTc Withrow 
Battelle Institute 
505 King Avehiue 
Columbus, Ohio 43201 
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Alexander Graham Bell Association for (he Deaf 
3417 Volta Place, N.W. 
Washington, D.C. 20007 

American Academy of Pediatrics 
J801 Hi n man Avenue ' 
Evanston, Illinois 60204 

* American Annals of the Deaf 
5034 Wisconsin Avenue, N.W. 
Washington, D.C.200I6 ^ 

American Association for Health, Physical Education, 
y and Recreation 

National Education Association Building q 
1201 16th Street, N.W. ^ 
Washnigton,D.C. 20036 

American Association on Menial'Dencienoy 
5201 Connecticut Avenue, N.W. 
Washington* D,C.200I5 

American Medical Association 
535 North Dearborn Street 
Chicago, Illinois 60610 

American Psychological Association . 
1200 1 7th Street, N.W. 
Washington, D.C. 20036 

American Speech and Hearing Association 
9030 Old Georgetown Road 
^ Washington,-D.C.200l4 

Conference of Executives of A me ncao Schools for jhe 
Deaf ; 

5034 Wisconsin Avenue, N.W. 
Washington. D.C. 20016 " 

Council bn Education of the Deaf 

%Dr.RoyM.Stelle 

New York School for the Deaf 

555Knoll\vood Road 

While Plains, New York 10603 



Council for Exceptional Childre'n^ ^ 
l920Association Drive 
Reston, Virginia 22091 

National Associatioaof Coordinators of State Pnigrams 
for the Mentally Retarded 
' 2001 Jefferson Da'vis Highway 
Arlington, Virginia 22202 

National Association of the Deaf , 
I 8 1 4 Thayer Avenue. % 
\sllver'Sprin^, Maiyland 20910 ' 

. hitibnal Association of Private Re&idential Facility's 
I \for the Mentallv Retarded 
6269 Leesburg Pike. Suite B5 ' 
FaMs Church, Virginia 2X)44 

rNational Associajion'for Retarded Children 
\J52rK Street, N,W. > 
"Washington, D.C» 2001 5 

NationM Association of Stale Dia'clors of Special 
^ Education 

1201 l6tl\Street.N,W. 
Washington, D.C. 20036 

National AsWciation of State Mental Health Program 

Direciorb \ - * 
ISESlreet.N^W. 

Washington, D,C. 20001 , , 

National Association orSuperintendentsof Public 
Residential Fac^ilitiesfor the Mentally Retarded 
% Dr. Richard C. Scheerenberger . ' 

'"Central Wisconsin Colony and Training School^ 
317 Knutson Drive 
Madison, Wiscqnsin 53704 

Unifed Cerebral Palsy 
66 East 34th Street 
NewYoik,NewYojk 10016 
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Governmental Resources 



Bureau of' Education for I he Handicapped * 
U.S. Department of Health, Education, and WvlfafiC* 
Regioifal Office Building 3, Room 2019 
7tli and D Street, S.W. 
• Washington, D.C. 20202 

Maternal and Child Health 

5600 Fishers Lane 

Parkiawn Building 

Rockvillc, Maryland 20852 ' 

National Institute of Child Hcaltli and Human 

Development » ' ^ 
National Institutesof Health 
Belliesda,Mar\land 20014 

Nattonal Institutesof Health 
Betliesda,Marv'land200M 

National Institute of Neurological Diseases and Stroke 
National Institutesof Health 
' Beihesda,Mar>'land200M 

Office of Child Development ' 

400 6thStrvet,S.W. ^ . 

Washington, D,C. 200.1 3 

Office for Handicapped Individuals and Office of 

Mental Retardation Coordination 
330C;Stix-et,S.W. ' ' ^ 
U.S. Department of Health. Education, and Welfare. 

South Building, Room 3517 
Washington, D.C.2020I 

y •»/ 
Social and Rehabilitation ^er\'icc 
/ 3?0C Street, S.W. ^ • 

U.S. Def)artmeiit of fjealth, Educatibn..and Welfare, 

South * ' 
Wasirmgton.D.C.202Ql 

Rehabilitatiil^^ervices Administration ' 
U.S. Departrtu?nt ofjHcalth, Education, and W;;lfare, 

South 
330CStrvet,S.W, 

Washington, D,C. 20201 . 

Division of Developmental Disabilities 

U.S. Department of Health, Education, and Welfare. 

South Building, Room 30M ^ 
330 C Street. S.W/ 
Washington, D.C,2020I 

f 

Comminees^ 

National Advisory Committee on the Handicapped 
:;00 Mai vlanti Avenue, S.W. 
^ Washington, D.C. 20202 

Pix'sidcnt'sCommitteeon Employment of the 

Handicapped 
Vanguard Building • 
nil 20th Stieet.NAV. ^ 
Washington, D.C.202IO ^ 

President's Committee on Mental Retardation 
Washington, D.C. 20201 
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